Coping with loss : by Gyauch, Lorraine
Lehigh University
Lehigh Preserve
Theses and Dissertations
1990
Coping with loss :
Lorraine Gyauch
Lehigh University
Follow this and additional works at: https://preserve.lehigh.edu/etd
Part of the International Relations Commons
This Thesis is brought to you for free and open access by Lehigh Preserve. It has been accepted for inclusion in Theses and Dissertations by an
authorized administrator of Lehigh Preserve. For more information, please contact preserve@lehigh.edu.
Recommended Citation
Gyauch, Lorraine, "Coping with loss :" (1990). Theses and Dissertations. 5411.
https://preserve.lehigh.edu/etd/5411
1" 
:. j 
/ 
'Ii 
' 'i 
" 
~·- -.,, 
-. 
r 
, 
• 
'· 
(' 
1 
) 
COPING WITH LOSS: ADJUSTMENT 
FOLLOWING AMPUTATION 
by 
• 
Lorrain·e Gyauch 
A Thesis 
Presented to the Graduate Committee 
of Lehigh, University 
in Candidacy for the Degree of 
Master of Arts 
. 
1n 
Social Relations 
1990 
\ 
\ ; . 
j 
'i 
.'~ ' 
;. 
{ 
, 
·' Certificate of Approval 
for the 
·Degree of Master of Arts 
,Social Relations 
We, the undersigned faculty, do certify that this thesis is fully 
adequate in scopetand quality as a thesis for the Degree of Master 
of Arts in Social Relations at Lehigh Univer$ity. 
'·· 
·1 
.t;/'6 (Committee Chair) 
(Advisor) 
- -· · c 't ( Jdct ( tl c Ir c l . 
------- -------------------~-
ay C. Herrenkohl 
(Advisor) 
Received for the Department of Social Relations by 
' ~I 
·-
·,:' \ ~ •··. 
~ ,: 
--~{l_------------------~ 
John B. ~atewaod, Chair 
11 
I? ' ·--
• 
\ ) 
I 
·• 
_,_ 
•. 
·., 
, 
. .., ' 
. - ~ 
· ~Acknowledgments 
I am grateful to many peop.le for their time, assi.stance. and 
wisdom as this project evolved: '., 
to Dr. Spade, Dr. Hyland, and Dr. Herrenkohl for their 
expertise,-guidance and encouragement; 
to the Amputation Reh·ab i 1 i tat ion Study Group, Dr. Qi an.e Hy land, 
. Dr. Lori Toedter, and Dr~ Dana Dunn for sharing their professional 
experience, talents, and skills~ 
to each of the faculty member~ of the Social Realtions 
Department for broadening my vi~w of the individual evolving (-
through social interaction; J 
to the Graduate School of Lehigh University for generous 
financial and moral support; 
to Kristen Goldbach and Carole Reese for helping me run the 
data analysis statistics program (without them I might still be 
sitting in front of a computer); 
/ 
to the staff of the Lehigh University Library, Inter-Library 
Loan Department, and the Lehigh University Bookstore for their 
p 1 easant and eff·i c i ent responses to special requests for study and 
research materials; 
to my daughters: Denise, Annette, Therese, and Michelle for 
their support and encouragement; especia1·1y to Annett·e for her 
critical commentary as well as her assistance with· proof-reading 
and typing; 
.. 
to those friends and relatives who h~mored me and reassured me 
as needed whi.le ne~er ceasing to believe in me. 
,v 
. . . 
l l 1 
Q 
• 
Table of Contents 
Abstract ••••••••••••••••••••••••••••••••••••••••••• 
Introduction ..................................... . • • e a • 8 I e • a • 8 ·• a 
1 
2 
Explanatory Models of 
Amputation: Stressful 
Persona-I ~ispositions: 
the Coping Process .. -~--••..•.....• 
Dimensions of 
Social Sitations: 
Dimensions of 
Life Satisfaction: 
Life Event ..•..•..•........... 
Intra-individual 
Coping •••••••.•• •••••••••••••••••• 
Inter-individual 
-Coping •••••••••••.•••••••.• • • ••••• 
Adjustment to Amputation .• • • • • • • • 
• • • • • • 
• • • • • • 
4 
9 
. ...•• 14 
• • ·- ••• 17 
•••••• 2·2 
Res ea r c h Des i g n · and Me tho-do l o g y • • • • • • • • • • • . • • . • . • • • • • . • • • • • • • • 2 5 
Sample~ ..... . • • • 
Protedure ... . • • • 
Measures. • • • • • • • 
. ... , ...................
............ . 
. .....................
........... ·• .. 
I 
I 
••••••••••••••••••••••
••••••••••• 
•.•••.•••. 25 
• ••••••••• 2 6 
...•..••.• 27 
Re s u-I t s a n d D i s c u s s i o n • • • • • • • • • • • • • • • • • • • • • • • • • • • • • . • • • • • • • • • • • 3 1 
Characteristics of the Stressor •.. • • . • • .~. •· • • • • • • • • • . • • . • • • •.. 3 l 
Personal Di~position Factors ..... . • • • • • . • .• • • • • •. • . .. . • • • . • • . • 32 
.............
.............
........ 35 Social ·Situations .......•.••.• 
Relationship~ Among Mediators . 
Predictor Variables ...•..•••.• 
• • • • • • • • • • • • ~ •••.••••••••••••• 3·5 
• . • • • • . • • . • • • . . • • • . . . . . • . • . . ..
 41 
Conclusions and I mp 1 i cat ions • • • • • • • • • • • • • •••• . ••.•••••••••••••••• 4'6 
Ref er enc es .... _ ......•..............•.........•............. ·· • .. 56 
Appendix •...•.... • • • • • • • • • • • • • • e e • a e a a a • ·a a e a a a a a • a a • ~I a • • •· • a • -• • .,64 
Bi. o graph y • . . •. . . • • . • .. . . • • .• • . • . . .. • . • . • • . • • • • . . .• . . . . . . 8 3 
. 
lV 
. I 
,. 
'~ 
• 
. ,, 
I ,, 
,,. 
• 
Tables . 
1. ·variable Means and Standard Deviations 
for Amputation Adjustment Study ••••••.••..•.•.•••••••••.... '.28 
2. Correlations Between Personal and Social 
Dimensions and Stressful Life Event Outcomes ..••.•...•...••. 34 
3. Correlation Matrix." ................................•...•... 36 
4. ONEWAY ANOVA - Age By ·Etiology ...........•.......•......... 41 
5~ Multi·ple Regression Predicting 
Adjustm_ent to Amput.ation ..•.........•.............•........ 44 
6. Multiple Regression Predicting 
L i f e. Sa. t i s f a c t i o n . . . • • . • • • . . • . • • ·. . . · • -• . • . . . . • • • • . • • • • • • • • • . . 4 5 
l. 
V 
I 
I 
·. \ 
) L ··,. 
•(. ,, 
). 
• 
Figures 
1. Psychosocial Model For Coping With Amputation ..•...•...•.•• 6 
2. Biopsychosocial Model For Coping With Amputation ........... 52 t 
' 
\ 
' . 
l 
} 
'1 
·' 
V1 
•' .-.,-
i 
',. 
-. 
- Abstract 
Psychos o c i a 1 ad ju s t men t to amp u t a t i on was exam 1 ned i n far t y--
n i ne lower extremity amputees. Thirty-nine males and ten females 
participated in the study. Variables hypothesized t.o affect 
adjustment to amputation and life satisfaction fell into three 
groups: stressor factors (type of amputation and etiology>; 
personal dispositions (person characteristics such as age, gender~ 
health, income, and psychological resources such as health locus 
of control and way~ of coping); and ~ocial situations (social 
I 
~u~port from friends and family). 
Findings included significant relationst,ips between overal] 
health, ways of coping---confronting, planful problem solving, and 
positive reappraisal--and the outcome ,,ariables, adjustment and 
1 i f e s a t i sf a c t i o n • The s tr on g est r e 1 a t i on sh i p s o cc -u r bet vJ e P n 
social support from friends an 1d life satisfaction (r = .638·~) ar1c! 
social support from ·family and life satisfaction (r = .6387). In 
addition to social support factors, the best predictors of life 
sati~faction following amputation are overall health, acce:ting 
' '· -! 
' '· 
resp on s i b i 1 i t y , p 1 an f u 1 prob 1 em so 1 v i n g , d i s t an c i n g , a n d g end rir- • 
l 
' 
\, 
\ 
•. 
. ' 
·' 
Coping With Loss: Adjustment 
Following Amputation 
Introduction 
Loss is a central and {ntegral part of human experience and 
affects every individual from birth to death. Ultimate death, 
cessation of physical life, is thought to be the most painful, and 
{ 
common I y the on 1 y , co n·n a tat i on a sc r i bed to de at .h • Ho we v E(r , be for e 
that event, every individual will have 'died' countless times, 
will have experienced the 'deathless deaths' (Vail, 1982) inherent 
in living. 
Attempting to understand the dynamics of coping with the losse~ 
associated with 'deathless deaths' was, for a long time, an area 
of little academic interest. Earliest attention paid to adjusting 
to loss was sparse and dealt with ultimate loss <Freud, 1917; 
Lindemann, 1944; Bowlby, 1961). More recently, recognition was 
accorded the fact that there is a s~art-sightedness inherent in 
thinking that major adjustments to los~ are responses only to the 
loss of a loved one. Instead the importance of copi~g with day-
to-day lossei began to come tb the fore. 
The spotlight in the field of loss too often tends tc 
be overly focused on the dying person ... Behavioral 
scjentists need to respond more robustly to fi~dings 
" 
2 
.. 
-·~ .,. 
I' 
• . 
..... 
' I 
' . 
which disclose that the steering fore~ of consciousness 
., 
of death (loss) is active at all age levels ~nd 1n areas 
of life that are not ordinarily viewed as death (loss) 
related situations CFeifel, 1977). 
'. 
Each lass-related situation c·alls forth the individual's skills 
for coping and adiusting to that loss. One of those a~eas of life 
ordinarilf not viewed in the context of loss had been the 
' .. 
dimension of health issues. Studies of increasing frequency over 
th~ past fifteen years, however, have shed 1 ight o·n some of the 
many facets of coping with loss in health-related arenas4 For 
example, it has been shown that the disabled elderly often respond 
w·ith depre~sion to the loss of function associated with physical 
disability (Steger, 1976). Likely to be associated with 
disability at any age are, among other things, losses of rol_es 
inside and outside the home, self-fulfillment in a job, and body 
image. Each o-f these has a bearing on the individual's se}f-
esteem, self-worth, and sense of identity <Lewis, 1983). 
It has been found that adjustment to losses associated with 
health can be achieved by recognition of itidividual differences i~ 
coping, social support, and promotion of communication <LaRoche et 
al., 1982). Some researchers believe it is the individual's 
coping capacities, not the severity of the loss that d·eter11ine thP 
success of adjustment to the loss (Ben-Sira, 1983). Other 
theorists contend that the critical element in adjustment to 
~·l . , .., 
lasses inherent in physical illness and psychological distress ~s 
3 
• 
,. 
i 
' 
.. 
1 social ~upport <Cohen & $yme,_ 1985; Krause, 1·997_; Cummings et al.·, 
1988) . Losses re 1 a ted to hea·I th issues, 1 i k e other ·1 asses, are by 
nature personal as well as interpersonal; they require the 
ac.tivatipn of coping skills which,· in a sense, recreate the 
. i 
individual affected so that he/she functions as a 'new p·erson' 
a 'new role' interacting with the environment. 
. 
1n-
The goal of this study was the assessment of psychological and 
social adjustment among individuals who hav~ experienced a form of 
physical loss~ amputation. In addition, the identification of 
factors which influence the adjustment of those individuals was 
examined .. The re~earch questions driving this investigation 
included: What differentiates individuals who achi·eve a 
satisfactory adjustment to amputation from those who do not? 
Which mediating factors---intra-individual personal dispositions 
or inter-individual sotial support components---weigh heaviest in 
effecting a renewed self and a renewed life satisfaction followinq 
ampu tat i o·n? 
Explanatot:.Y. Models of the Coping Process 
Theorists have proposed a diverse set of models in attempts to 
explain the dynamics of coping . 
I Among the models whose 
.. 
philosophies are applicable to this study are: the cognitive 
adaptive theory (Taylor, 1983; Lazarus & Folkman, 1984),, the 
ctisis theory (Moos, 1981), and the transactional coping theory 
• 
4 
\· I 
' 
.. 4 
<Coyne & Holroyd,, 1981). The main focus of these theories is that 
6·f adaptation to a stressor; they ar~ particularly ~ppropriate for 
this investigation since amputation is a stressful life event. 
All four of these theories share as a basic premise three 
considerations: 1) aspects of the str~ssful life event <stressor 
characteristics), 2) the individual 1 s personal disposition 
(sociodemographic and psychological characteristics), and 3} 
features of the physical and -sociocultural environment (sociaJ 
situa·tion). Figure 1, the Psychosocial Model For Coping With 
Amputation, demonstrates the intetaction of these three 
considerations in producing a resolution of the stressful 
event/encounter. Intra-individual person~] dispositions and 
·inter-individual ~ocial situations influence resolutibns of 
stressful life events directly. In addition, these personal 
d i s po s i t i on s and soc i a 1 s i tu at i on s' i n t er .a c t w i th ·stress f u l l i f e 
events (e.g. amputation) as well as with each oth.ei to create a 
redefined 'self 1 and an adjusted quality of life. In this model, 
coping is comprised of cognitive and behavioral efforts to manage 
internal (psychological/emotional) and/or external 
(social/environmental) demands and any conflicts among them (Coyne 
& Ho 1 r a yd , 1 9 8 1 ; Moos , 1 9 81 ; ·F o 1 k. man et a l . , l 9 8 6 .) . 
The cognitive adaptation theory of Taylor (1983) proposes the 
resolution of stressful life encounters (i.e. coping with 1D$S) in 
a three-fold manner: •• a search for meaning in the experience; an 
attempt to regain master~, over the event and ever one
1 s life; and 
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I 
The theory of Folkman and L,azarus < 1984; 1986) ,identifies 
cognitive a·ppraisal and coping as the critical mediators in long-, 
term adjustment to a stressor. This theory emphaiizes that copthg 
is prOcess-ori~nted <as opposed to the stability inferred in 
personality trait .models), that it is c.ontextual (i.e. the result 
of ap~raisa.ls of demands and resources>, and that nothing defines 
'good' ·or 'bad' coping. Finally, the success of the immediate 
outcome of the stressful enco~nter is judged by the person 
involved based on his/her values and goals. Folkman and Lazarus 
developed a validated scale for assessing ways of coping employed 
by stressed individuals; it is a measure used in this study and is 
explained ·later. 
,, 
The 'eris is• theory perspective of Moos < 1981) rests on the 
concept that ihdividuals have established personal and identity 
patterns which maintain social and psychological balance. A 
'crisis' occurs if normal responses to situations are rendered 
inadequate thus causing a state of imbalanc~ and disorganization. 
In· an attempt to re~establish equilibrium, an individual activates 
co·ping skills. An innovation may be a healthy adaptation t~at 
pr· om o t es person a 1 growth or i t may represent a "ma 1 -ad a p t i v e 
resp on s e th a t s i g n i f i es psych a 1 o g i cal deter i or a t i on and., de c 1 i n e 11 
(Moos, 1981: 130). 
The transactional perspectiv_e of coping with stressful events 
(Coyne & Holroyd, 1981) rejec·ts tradition~! ideas of person and 
env i r o nmer1t as di st inc t and separate entities. Instead, per son 
7 
. : .~ .,.. . 
---~.-:-,-------------------~---------------~--~ - ---- -
• 
and environ~ent variables are cited as relational~· According· to 
this theory, the main functions of; coping involve altering"'the 
person-envfronment relationship and controlling stressful .emotion 
accompanied by- physi o 1 ogica 1 arousal. 
In this study, loss of 1 imb by amputation is Taylor's 
stressful life encoun.ter, Folkman and Lazarus' st.ressor, and Moos' 
precipitant of a 'crisis'. Adjustment to amputation, in the 
theorists' terms, is Taylor's resolution (through meaning in the 
.. 
experience, mastery over the event, enhancement of self-esteem>, 
Folkman and Lazarus' suc~essful outcome (judged by the individual 
who experienced the amputation>, Moos• re-establishment of the 
·amputee's equ i 1 i br ium/sta te of ba 1 ance, and Coyne and Ho 1 royd' s 
adjustment of the person-environment relationship. Critical 
mediators which represent the acknowledgement of the physical and 
' 
50ciocultural environment by these theorists include antecedent 
and intervening variables: person characteristics (age, gender, 
SES, income, over.all health, sense of control); psychological 
resources (cognitive appraisals, coping responses); and social 
situation (family and friend support and marital status). Taken 
as a whole, these variables and mediators represent the full scope 
of this paper's psych.asocial model for coping with amputation 
(Figure 1). 
8 
.,. 
-..... 
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Ampu ta t_i_o_n_: __ S_t_r_e_s_s_f_u_l_L_i_f_e_E_v_e_n_t 
One of the most frequently occurring significant losses related 
to body parts and. bodily function is limb amputation. The 
National Center for Health Statistics has reported a total of 
358,000 amputations in this country, 210,000 of which are lower 
limb amputations <Edelstein, 1987). In addition, 35,000 to 43,000 
new amputations are performed annually (Schoenberg & Carr, 1970; 
Kashani et al., 1983; Edelstein, 1987). With the advance o·f broad 
surgical and medical techniques and treatments, amputation of 
diseased body parts is becoming more prevalent. Additional 
statistics indicate that the largest concentration of amputees is 
found in the 60-70 ye~r age gr·oup with a mean age of 63.8 years 
<Reyes et al., 1988). 
Th.e etiology of conditions resulting in amputation is primarily 
peripheral blood vessel disease. Next in importance are 
complications of diabetes, trauma, and malignant bone tumors 
(Reyes et al., 1977; Kashani et al., 1983f Edelstein, 1987>. The 
implications of amputation for the individual are major dramatic 
1 i fe change-s that r~equire p.hysical, psychalo_gical, and social 
ad justmer1ts. 
Initially, adjustment involves considerable turmoil as the 
individual attempts to revise the body image to fit with new 
physical limitations. Phantom pain in the amputated limb causes a 
feel i ng that the 1 eg is st i 11 intact and aggravates confu.s ion 
about wh-at ·the rev1se·d body image is and what identity the 
r . . . 
9 
... 
\. 
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individual has (Edel~tein, 1980; Vai 1, · 1982). Also, traumatic 
,loss associjt~d with amputation is a shock to the whole ~ystem·and 
easily results in heightened anxiety ~hen there is a fear of 
rejection by significant others because of disfigurement 
C Shoenberg ~ Carr, 1970; Va i I, l 982; Mi tche 11 & Anderson, 1983 )·. 
Aside from the obvious physical loss and resultant diminished 
activity following amputation, other types of loss are inherent in 
the loss of a limb. Among these types of losses are: 
,' . 
intrapsychic loss, functional loss, and- role loss (Mitchell & 
Anderson, 1983.: 40-43): 
1 . I ntr apsych i c· 1 ass i nvo Ives the 1 ass of an important image 
o-f oneself and the possibilities of "what might h.ave been", the 
relinquishment of a dream--often related to an external 
experience, it is itself an entirely inward experience; 
2. Func"tional loss, the loss of muscular or neurologic 
Ai. 
function of the body (e.g. amputation of a limb), "often carries. 
wjth it the loss of autonomy"; 
3. Role loss, which is tied to one's accustomed place in a 
social system, occurs when social roles are ~hanged o.r ended~-a 
powerful component of this type of loss is a disorientation, "a 
Q 
sense of not_knowing how to behave in a social situation" . 
Rec·ollections of a patient's experience of hospitalization ar·e 
cited by the authors to illustrate this point. 
10 
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I wasn.' t prepar~d for the ways i ri which 
hosp i ta 1 s make· peop 1 e feel 1 i 'ke nonpersons ... Al 1 
of a sudden I was treated a~ a chi.Id. 
As a hospital patient you absolutely lose 
any control over your body·and your living 
patterns. No matter how personal the care is 
in a hospital, you are fundamentally a patient, 
and that means you are expected, requi~d, to 
take on a particular role for the comfort and 
convenience of the staff. Certainly taking on 
the patient role does not contribute to one's 
recovery or to, successful surgery. It merely 
makes others feel comfortable or powerful with 
everybody in her own place. I was a person, a 
wife, a Gray L~dy, a mother, a friend,a colleague, 
and a lot of other things before· I entered the 
hospital. But when I became a patient I had to 
give up all those labels and the roles that go 
with them. I was just a patient. Others had 
I 
the right to t~uch me, move me, take me away 
from important companionship, leave me lying 
alone on a g~rney in the middle of an unfamiliar 
hallway with no explanation, and do anything 
else. they might decide was convenient for them. 
If you ~re a patient, you have nothing to say 
1 1 
.. 
.. , 
.. 
., 
1,, 
about any of that. You-r ,thoughts and feelings 
and opinions donJt count (Mitchell & Anderson, 
1983·: 43-44) • 
Considera-tion of a·11 the losses inherent in amputation creates 
a picture of the ultimate devastation which this experience br.ings 
to an individua:l. Viewed·against the backdrop of society's 
perspective of a person's worth being based on beauty and 
productivity, the potential for an individual who has had an 
amputation to feel overwhelmed is limi_tless. Cbping with the 
physical effects of the affliction, the psychological aftermath, 
and the restructuring of a ·new 'self', the individual who has had 
an amputation is engaged in a dramatic and challenging 
undertaking. 
Researchers in th~ area of definihg and measuring coping. 
resources and behaviors have made varied explanations regarding 
reactions to stressful events. In particular, a sizeable 
literatLJre explores the negative· psychological results of negative 
... ; ,-····· 
health events. A. self-report sea.le developed by Shadish et al., 
' 
( 1 9 8 1 ) assessed psycho 1 o g i ca. I s y mp toms f o 1 1 aw i n g sp i n a 1 cord 
injuries. Colli·n and Lincoln (1983) documented depression 
-
following stroke. Billig et al·., ( 1986) have noted the prevalence 
of depressior, and cognitive impairment associated w-ith hip 
fratture occurrence. In a general category of disabled persons, 
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Reich et al., (1989) found a significantly reduted level of well~ 
·-
being and a significantly high level o·f distress. Using data 
from these same subjects, Zautra et al., (1990), found that 
disability precipitates uniformly adverse effects on mental 
health/psychological well-being. Several studies recorded the 
prevalence of depression and anxiety following amputation 
(Schoenberg et al., 1970; Reyes et al., 1977; Elberlik, 1980; 
' 
I 
I 
Kashani et al., 1983; Edelstein, 1987). 
A considerably smaller literature notes positive outcomes of 
negative events based on_individuals' coping pr~ctices. Taylor, 
' Lichtman, and Wood (1984) found that attributions and beliefs that 
self and physician could control cancer were significantly 
corre 1 a ted with g·ood adjustment. Jenkins and·. Pargament ( 1988) 
noted that perceived personal control, God-control, chance~ 
control, and perceived control over emotional reactions were 
correlates of good adjustment tb cancer. 
The obvious g-reater emphasis on documenting negative outcomes 
for negative health events prompts research to engage 1n more 
investigations that define factors that d'istinctly influence 
positive outcomes for these negative events. In this study, the 
impact of both intra-individual person dispositions and inter-
individual social sit.uations on positive adjustment to amputation~ 
was a n·a 1 y z e d . 
13 
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Personal Di~ositions: Intra-individual Dimensions of Coping 
As has been mentioned previously, the personal (intra-
individual) dimensions which act as mediators in the adaptatidn to 
amput~tion are person characteristics and psychological resources. 
One aim of this study of life satisfaction following amputation 
was to show a relations~ip between intra-individual resau~ces and 
positive adjustment to that stressor even-t. The ways in which 
intra-individ~al mediators act in the resolution of adjustment to 
' 
c, 
amputation and the attainment of life satisfaction are varied. 
Perso~ Characteristics 
Gender. Previous literature suggests that gender is a 
'\,,,, t' personal disposition ·that affects adjustment to critical hea.lth, 
e\1 ents (Moos, 1981). In particular, Frank et a·l., (1'984) and 
Kashani et al., (1983) found t~at female amputees exhi·bited 
greater· levels of depression th-an male amputees. In their 
studies, Frank and 'Kashani both note that social support may be 
confou~ded since fewer of the females had the social support of a 
spouse in marriage (i.e. mare females were widowed or otherwise 
single than were males in the sample). However, it is also 
appropriate to note that females are more likely than males to 
have support from family and close intimate friends (Lowenthal & 
,· 
Haven .. 1968). 
Age. A variety of studies·examining adjustment to illness or 
disability while considering a.ge indicate pciorer psychological 
ajjustrnpnt. as a function of increased age--for example, Goodman 
_ 14 
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(1972) in heart attack patients, Zarit and Kahn (1975) in stroke. 
patients, and Frank et al., (1984) in patients with ~mputations. 
However, recognition needs to be given the fact that poorer 
adjustment may be influenced by accumulated life stresses and 
·,~ 
physical debilitation. A last consideration of age and adjustment 
is recent d~ta which suggests that in the oldest old (ag~ 85 plus) 
indivi.duals distance themselves psychologically from disease and 
infirmity <Johnson, 1990) and resist acknowledgement of diversity 
(Pear 1 in, 1990) . 
Overall Health. As ·noted earlier, amputation is 
predominantly an afflictinn of an older population. Therefore, it 
is important to note that older adults often have a variety of 
health problems which can influence .healing and recovery. 
Disturbsd blobd supply to body parts, di.minished cerebral 
. J· 
circulation, cardiac ischemia, and sensory disturbances are a few 
of those problems (Edelstein, 1989). It is presumed that these 
disturbances will impair adjustment and rehabilitation in the 
older amputee population. Younger amputees, with fewer health 
decrements will fare more favorably. 
Income and Socioeconomic Status. There is a scarcity cf 
literature in this regard. However, social and economic issues 
m.ay play a profound role in determining the patient's ab·ility to 
r ·e c o v er t o a fun c t i on i n g 1 eve 1 ( Rams de 1 l , 1 9 9 0 ) . I n add i t i o n , i t 
has been noted that ageism views often bar the elderly from 
rehabilitation where services and money spent are thought to be 
15 
1 better used for a younger population. Last, the elderly may be on 
fi.xed incomes and not able to purchase rehabilitation services not 
covered by Medicare (Brummel-Smith, 1990). 
Psychological Resources 
Locus of Control. In this study the Multidimensional Health 
<' 
Locus of Control (MHLC) (Wallston et al., 1978) scale was the 
measure used to determine one dimension of psychological 
resources. Locus of control is described as a propensity of 
individuals to seek sources of reinforcement internally (the 
result of one's own beli~fs, behaviors) or sxternally (the result 
of chance, fate, or powerful others). It is known that when 
compared to young adults, older adults in health situations prefer 
that health care professionals control situations and make 
decisions for th~m (Woodward & Strudler Wallston, 1987; Pointer~ 
Smith et al., 1988J. Results of the MHLC in this study will show 
whether subjects perceive their health as under t.heir own control 
or under the control of powerful others. 
Coping Responses. Ben-Sira (1983) and Lazarus and Folkman 
(1984) propose that positive adj~stment to a stressful life ~vent 
is not dependent solely on the magnitude .of the event it-self but 
alsb on the coping resources available to and used by the 
individual. Coping e ... ncompasses all cognitive and behavioral 
effo~ts to manage internal and/6r external demands and any 
conflic·ts among them (Coyne & Holrbyd, 1981; Moos, 1981; Folkman 
et al., 1986). In 1984 Folkman described coping as having two 
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functions: '.'the regulation of emotion or distress (emotion-
focused coping) an.d the management of the problem that is causing 
the distress <pro·blem-focused coping)". In later research 
d 
<Folkman et al~, 1986), problem-focused forms of coping were found 
to be used ''in encounters appraised as changeable'' while emotion-. 
focused forms of coping were found to be used ''in situations where 
few if any options for affecting the outcome" were available to 
the individual. Of the eight dimensions of the Folkman-Lazarus 
coping scale (1988), four are described as problem-focused 
(confrontive coping, accepting responsibility, planful problem-
solving, and positive appra.i.sal); two are described as emotion-
,. 
focused (distancing and escape-avoidance); and two are 'described 
~ 
as multi-dimensional (self~control.l ing and seeking social 
support). Examining how these dimensions correlate with other 
mediators lends insight and predictive value in determini~g.;which 
., 
' 
person characteristics predispose an individual to select certain 
ways of coping. 
Social Situations: Inter-individual Dimensions of Coping 
In contrast to the personality trait explanations for mediating 
-
stress which emphasiz2 intra-individual resources, another school 
/• 
of thought advocates the pre-eminence ·of social supports, inte·r-
individual resources, 1n the coping process. Another aim of this 
study of outcomes in amputation situations was to show a 
17 
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cbrrelation between inter-individual resources and positive 
adjustment to ·th-at stressor event. 
Among the earliest and most signi·ficant theorists who espoused 
the study of forms of social integration and psychological 
distress were Durkeim· in his inve$tigation of suicide in 1897 
(1951) and Hans Seyle (1956) in his formulation of the stre~s-
distress model, a social etiology explanation of distress. 
Research through subsequent decades has resu·lted in current 
comprehensive coping paradigms (Coyne & Holroyd, 1981; Moos, 1981; 
Taylor, 1983; Lazarus & Fol."kman" 1984) which characterize social 
support as a coping resource that is external to the individual. 
These paradigms recognize coping as intimately connected to 
external life stress experiences of individu~ls as well as to 
their inner e.motional life (Pearlin & Schooler, 1978). 
11 If we accept the fact that life stress as a constituent of the 
' 
environment has negative and detrimental effects on w~ll-being, 
then w~ can.expect that the environment also provides stress-
buffers which enhance well-being, or minimally oppose the effects 
of stress " (L i n & Ens e J , 1 989 : 3 84 ) • Such ts the am e l i or a t i n g 
effect of social support. Defined as a concept, social support 1s 
the sum total of r~sources--potentially useful information and 
things-"""'"provided by o.ther persons_ (Cohen & Syme, 1985). Defined 
l 
as a· process, social support is the implementation of resot.n-ces 1n 
the individual's social structure to meet functional needs in 
routine or er 1 sis s i tua t 1 ans (Lin & Ensel, 1989) . 
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The hypo the s i s t ha t soc i a. I supp or t a me 1 i orates s tress and a i d s 
. 
i n the r est Ota t i On Of:, f Un C t i On ha S 1 e d t O i n nu mer ab 1 e . CO rr. mun 1 t y 
programs aimed at aiding individuals in difficulty. Yet, often, 
affected individuals are unable to access s~rvices or ar~ not 
receptive to them. Therefore, it has been sugge~ted (Heller, 
1979, in Coyne & Holroyd, 1981; Osterweiss, 1984) that social 
support is better understood in terms of social relationships and 
supportive environments such as: 
- an iridividual's rel~tionships with supportive others; 
- behavior of supportive o_thers and the supportive situation; 
skills necessary to create and mainta.in supportive 
relationships; 
- an environment that encouraaes the creation and maintenance 
. .., 
of support; 
- shared values that comfort individuals and their families; 
- personality· of the individual and· receptivity to support; 
- social rituals that are supportive; 
- shared norms that provide 'meaning 1 
Existing literature notes that the availability of social 
support, the sense of being esteemed by others, and the perception 
of belonging are factors which are effective in reducing the 
impact of life stres~ors <Coyne & Holroyd, 1981; Turner, 1981; 
. 
Osterweiss, 1984; Cohen & Syme, 1985; Krause, 1987; Lin & ·Ensel, 
1989). In addition, it has been found that the effects of 
\ 
positive events (i.e. presence of social "supports) are more 
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extensive under conditions of high life stress. The disabled 
populati9n, including indivi·duals wi tt1 amputati:ons, faces high 
life stress daily in their confrontation with restrictions on 
activities; social support can boost morale and reduce feelings of 
; 
loneliness and helplessness <Zautra et al., 1990). More 
ft 
specifically, social support has been found to be a positive fotce 
and effective mediator in health-relat~d domains such as: 
recovery of geriatric patients from stroke (Stephens, 1987) and 
recovery of function after hip fracture (Cummings et al., 1988). 
A paucity of literature regarding the measure of relationship 
between social support and amputation indic·ates the need for 
research. in that domain. 
Emphasis on the general importance of emotional and behavioral 
support of family and friends for reducing r~tes of psychological 
and physical disorders and mortality has been documented 
frequently; these supports have been fgund to be mea:surably 
influential than participation in church or other voluntary 
organizations (Berkman & Syme, 1979; House et al., 1981; House & 
Kahn, 1985; Schulz & Decker, 1985). Situations in which an 
individual i~ disabled (i.e. amputa·tion) can be dramatically 
affected by family and friend social support. This is so because 
the disability of the individual has an effect on and changes, at 
least to some extent, relationship systems. In turn, the affected 
individual needs the support of family and friends in the 
I 
rehabilitation process; "the family's .ability to function as a 
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team is crucial to good rehabilitation outcomes" (Brummel-Smith; 
1990). Support from family and friends is equally critical, and 
perhaps more so, after the disabled individual is discharged from 
the hospital. A maintenance rehabilitation program in the home is 
often necessary and helps preserve morale and functional gains 
(Keenan, 1·990) • Kemp ( 1990) cites key outcomes of rehab i 1 "i tat ion 
as: improving function (promoting independence); promoting life 
satisfaction (sufficient pleasurable experiences, experiences of 
success, a sense of meaning or purpose in life); and preserving 
self-esteem Ct.he result o·f appraisal of one's self--i.e. ·what one 
does, has, and is). Support from family is critical to enhancing 
these three int~r-related rehabilitation outcomes. 
La-st, a particular social relationship that is most 
consistently related to health is marital status. It has been 
documented that benefits of· marriage are always greater for mer 
than for women <Berkman & Syme, 1979; Wortman & Dunkel-Schetter, 
1979; Kashani et al., 1983). This study examines social support 
relationships of individuals who have had amputations--in regard 
to family, friends, and marital stat4s--to assess how those 
relationships reflect on the well-being (life satisfaction) of 
~ those individuals. 
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Life Satisfacti~n: Adjustment to Amputation 
Adjustment to life events, whether normative or health-related, 
aie often couched in terms that describe in~ividuals' well~being, 
quality of life, overall happiness and morale, life situation, and 
functional competence (Lawton{ 1983; Lawton et al., 1984; Mccrae & 
Costa, 1986; Chubon, 1987; Osberg et al., 1987)~ Measurement of 
adjustment to amputation in this study is in terms of life 
satisfaction/perceived quality of life. 
Kemp (1990) describes life satisfaction in the context of 
rehabilitation as a combination of pleasurable experiences (which 
r' 
offset the pain of loss), a sense of meaning at purpose in life 
(which must be revised in the face of the loss of old purpose and 
meaning), a~d experiences of success (which derive from a sense of 
ability to control and improve one's daily activities and life 
) /' 
circum~tances>. As described by Lawton (1983), perceived quality 
of life is one of several components. of total well-being. It is a 
"set of evaluations that a person makes about each major domain of 
c·urrent life ... family, friends, standard o,f living, leisure 
activities, and residential environment~ Finally, Chubon (1987) 
emphasizes the need to be aware of subjective domains (such as 
perceived needs and their satisfaction) as well as objective 
domains ( such as .eco-n.omi c status) as er it i ca 1 in the assessment of 
quality of life. He emphasizes the n~tessity of going beyond 
functional measurement and looking at the "non-objective 
benefits ... such as enhanced personal dignity and self-esteem." 
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His L-ife Si tua ti ot1 Su1-vey is the measu·re used to asse.ss qua 1 it y of 
. l i f e I 1 i f e s a t is fa c t i on i n th i s .study • 
Measurement of subjective· well-being <i.e. I ife satisfaction) 
as a function of coping behavior invol~ing person. dispositions and 
social situations in resolving the stressful life event, 
amputation, is the final focus of this study. This study 
addressed the issue of coping with the losses inherent in 
amputati.on by examining what factors inf.luence weII~being and 
adjustment (operationalized as life satisfaction.). Media,tors 1n 
the adjustment process include: 1) intra-individual personal 
dispositions (operationalized as person variables--age, gender, 
income, etc. and as psychological resources--health locus of 
control and coping resources) and 2) inter-individual soc.ial 
... 
situations- (operationalized as social support of family and 
friends as well as marital status). It was hypothesized that: 
1. Two dimensions of variables act as mediators and affect 
I 
the r"elationship between the stressful life event 
(amputation) and the individual's life satisfaction 
(adjusted quality of life). These two dimensiohs are: 
a)intra-individua.l variabl.es including person 
characteristics and psychological resources; and, b) 
inter-individual variables including family/friend social 
support and m.~rital status. The variables most likely to 
correlate in the amelioration of amputation are: a) 
increased age with decreased life satisfaction; bl high 
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2. 
perceptibn of gorid overall health with high life 
satisfaction; c) higher income with more satisfactory 
ad just men t ; d ~ _ h i g h r a t i n g on he a l th lb-cu s of cont r o 1 , 
~ 
.. 
indicating internal control, with high rating on lif~ 
satisfaction; e) factored coping strategies (eight ways of 
coping fa~tors) with life satisfaction i.n both directions 
depending on individual an~ his/her context; far example, 
high·scores on confrontive coping with high scores on 
adjustment; f) high family and friend social support with 
high 1 if e sat is fa.ct ion; and g) . mar i ta 1 s ta tus--ma.rr i ed 
males with high ~ife sati~faction. 
Since coping involves a dynamic changing relationship of -
individual to environmEnt, c-o.rrel~tions also ~xist between 
the mediators; for example, significant relationships are 
expected between age and family/friend social support 
(increased age with increased use of external support) as 
well as between gender and· family support (females 
perceive considerably less support than males). 
3. Characteristics (eti9logy, type) of amputation (stressful 
life event) are expected to relate ta adjustment (life 
satisfaction); below knee amputees are expected to show 
high~r ratings of life satisfaction than above knee 
amputees. 
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Research Design and Methodo.logy 
' 
Data presented in this paper are derived from interviews· with 
patients attending .the outpatient .amputee clinics at Good Shepherd 
Rehabilitation Hospital between November 1, 1989 and March 1, 
1990. The goal of this investigation was to assess psychological 
and social adjustment among individuals who had had amputations. 
Specifically, it was hoped that the data wo~ld identify those 
factors which most influenced adjustment and those factors which 
were predictor~ of favorable outcomes for amputation adjustment. 
The correlational, cross-sectional design was employed with 
full awareness of the potentiality fat alternative explanations 
· (e.g. selection, history) for variable r~lationships. It was 
nonetheless deemed an appropriate design since results were to 
serve as bases and impetu~es for further investigations of health 
issues regardi-ng loss ahd adjus-tment. 
Sample 
The subjects in this study were 49 amputees who were recruited 
as they attended the amputee clinic at Good Shepherd 
Rehabilitation Hospital, Allentown, PA. There was one study 
criterion, amputation; age, race, sex, reason for amputation, etc. 
" . 
were not considered. Admittedl~, the·medical setting had already 
pre-selected the sample. These subjects represent accidental, 
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non-probijbility sampling the main advantages of whicb ar~ 
convenience and economy. Though there is no w~y.,of evaluating or 
'correcting biases introduced ,by accidental sampling (Kidder & 
Judd, 1986), the limited population size for this type of subject 
poo I di c ta,ted the use of accidentaJ 'Samp Ii ng' for, this type of 
study. A human subjects protocol was reviewed and approved by 
Lehigh University, primary site of the implementation of the 
study. 
Characteristics of the subjects. Of the 49 subj'ects, 39 were male 
(80%) and 10 were female (20i). They ranged in age from 30 to 84 
years with a mean of 61.3 years. 
Types of amputation and etiology. Of the 49 subject~, 42 reported 
one amputation; 7 reported two or more amputations. Thirty-three 
(67%) had below-knee amputations and 16 (33%) had above kn~e, 
amputations. The most common reason for amputat-ion was vascular 
disease (N = 21, 43%). The second most common cause was diabetes 
CN = 14, 29%). The third most common cause was accident and 
trauma--automobile/motorcycle/occupation accidents/hiker frostbite 
(N = B, 16%). The remain'ing four cases included infectionc. and 
bone cancer <N = 6, 12i>. 
Procedures 
Investigators approached individuals who had had amputations 
and were attending ~mputee clinic at Good Shepherd Rehabilitation 
J ( 
,, 
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Hospital, Allentown, PA·;· for follow-up care. Participants were 
recruited from these bi-weekly clinics between November 1, 1989 
and March 1, 1990. Each participant, was··, asked to comp 1 ete a 
questionnaire.packet, then to return it either to an investigator 
at the clinic or by mail to Lehigh University. The approach of 
giving subjects the ·c.hoice to return questionnaires possibly 
reduced: 1} spuriousness of the relationship between event 
reporting and $ymptoms experienced at the time of the interview; 
and 2) interviewer effects. Of a total of seventy potential 
~.~ 
subjects, sixty-four agreed to participate ind accepted 
questionna-ire packets; fort·y~nine (77%) subjects completed and 
-, 
returned the packets. During the in it i a 1 contact-, participants 
a 1 so signed inf armed consent for·ms and appropriate medic: a 1 retard 
releases. 
Measures 
To complete the questionnaire packet, subjects were firc;t 
required to respond to single item, self-report questions 
regarding person variables such as age and overall health, time 
since amputation, perceived sense of progress, and income. Means 
and standard deviations for variables can be found in Table 1. 
Overall health was reported on a scale of one to five, very poor 
t·o excellent. Adjustment to amputation was reported on a scale of 
one to f·ive, much worse to much better. Income was recorded on 
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Table 1 
Variable Means and St~ndard Deviations 
for Amputation Adjustment Study 
Age 
Health 
Time Since Amputation 
Adjustment to Amputation 
Current Income 
Health Locus of Control (internal) 
Health.Locus of Control (others) 
Coping By Confrontation 
Coping By Distancing 
Coping By Self-Controlling 
Coping By Seeking Social Support 
Coping By Accepting Responsibility 
Coping By Escape Avoidance 
_Coping By Planful Problem Solving 
Coping By Positive Reappraisal 
Social Support of Friends 
Social Support of Family 
Life Satisfaction Total 
28 
-, 
Mean 5.0. 
61.51 
3.67 
28.46 
4. 11 
2.70 
3.65 
3.38 
1.14 
1. 29 
1 .23 
1. 39 
1. 02 
.38 
1. 76 
1. 73 
4 .10 
4.34 
95.32 
- I 
14.33 
.77 
50.50 
.85 
1. 30 
.62 
.75 
.80 
.67 
.84 
.75 
1 • 1 1 
.53 
.85 
.8_2 
.57 
.73 
16.73 
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a scale of one to seven beginning with 'under $5,000' and 
intrement,ing by $10.,000 at each level up to the last category 
'oven $50,000'. Time sinte amputation was reported in months. 
Next, subjects completed four validated multi-item measures: the 
Ways of Coping Questionnaire <Folkman~ Laza·rus, 1988), the 
Multidimensional Health Locus of Control (Wallston, Wallston, & 
r 
DeVellis, 1978), the Provisions of Social Relations Scale <Turner, 
1981) and the Life Situation Survey (Chubon, 1987). 
The Ways of Coping Questionnaire (Folkman & Lazarus, 1988) 
measures a broad s.pectrum of coping strategies used by individuals 
as they encounter stressful situation~: distancing, escape-
avoidance, seeking social support, self-controlling, accepting / 
. ' . 
responsibility, confrontive coping, planful problem-solving, and 
positive appraisal. A scale of O (not useq) to 3 (used a great 
deal) was marked to rate items such as ''I rediscovered what is 
important in life", "I made a plan of action and fol lowed it", and 
11 I avoided being w·ith other people in gener:-al". This measure has 
been found useful across age differences (McCrae, 1982). 
The Multidimensional Health Locus of Control Scale (Wallston, 
Wallston, & DeVellis, 1978) is made up of three subscales: 
internal.ity, powerful others, and chance. Each item of the 
measure 1s rated on a scale of 1 (strongly agree) to 5 (strongly 
disagree). Items reflective of the scale include: "If I take the 
right actions I can stay healthy" (internality>; "Health 
professionals control my health" Cexternal_ity); and· "If it's meant 
C 
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to be, I' 11 'Stay healthy" <chance).· In this study, two subscales, 
·internality and-powerful others, were used. 
The Turner Provision of Social Relations Scale (Turner, 1981 ), 
' 
a 16-item measure asks subjects to rate. items on a four-point 
scale from 'strongly agree• to 'strongly disagree'. Ex·amples of 
items are: .. I have at least one friend I can tell anything to"; 
"'People in my family have confidence in me''; and lfEven when I am 
" . 
with friends I feel alone'' .. This scale was factored into two 
subscales, social support from friends and social support from 
family. 
The Life Situation Survey (Chubon, 1987) is a 20-item scal·e, 
each rated on a six~paint scale ranging from 'agree very strongly 1 
to 'disagree very strongly'. Items include: 11 I feel safe and 
secure"; "I am a happy person"; and ''There is little that I am 
able to enjoy in my community and surroundings''. this measure has 
been found to provide an e~fective self-evaluatirin of adaptation 
in a variety of situations in which individuals are disabled. 
Copies of this set of validated measures and a study 
questionnaire can be· found in the Appendix. 
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Results and Discussion 
V 
The goal of this study was the assessment of psychological and 
social factors which influence the adjustment of individuals to 
• 
having had ~n amputation. Research questions included: What 
differentiates individuals who achieve satisfactory adjustment to 
·amputation from those who do not? Which factors--stressor 
characteristics, intra-individual personal dispositions, or inter-
individual social supports--weigh most heavily in effecting 
successful adjustment to amputation and renewed life ~atisfaction? 
Hypotheses have been supported in some cases, and not so in 
others. Results of this study are reported in terms of 
statistical significance. Recognition is given hete to the fact 
that this is an inappropriate use of statistical significance as 
it is typically defined since this is not a randbm sample . 
.. However, in this study the level of significance is·used as a 
benchmark in assessing the credibility of the findings. 
0 
Characteristics of the Stressor 
Using group t-tests, it was determined for this study sample 
that no significant relationship existed between the type of 
amputation (above knee versus below knee) and the outcome 
variables, adjustment to amputation and life satisfaction. For 
adju~tment to amputation the mean for the above knee group was 
4.142; for the below knee group· the mean was 4.096. For life 
' sati~faction the mean for the above knee group was 96.937; for the 
. r 
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below knee group the mean was 94.5.45. This finding is unexpected 
since rehabilitation literature suggests that individuals who have 
had belo~ knee amputations are known to make better functional 
adjustments to amputation and to experience greater life 
, 
satisfaction·than those who have had above kriee amputations. 
Separat~ ONEWAY ANOVAs examining difference$ in amputation 
adjustment and life satisfaction across the four categories of 
etiology <see Sample description) determined that no two etiology 
groups were significantly different at the p < .05 level in either 
analysis. Means fbr amputation adjustment were as follows: for 
vascular'< x = 4.20); for diabetes (x = 4.00); for trauma/accident 
(~ = 4.17); for other (x ~ 4.00). Means for life satisfaction 
were as follows: for vascular (~ - 99.50); for diabetes 
C~ = 92.57).; for trauma/accident (i = 104.17); for other (x = 
Bl .80). This finding indicates that the etiology of the disease 
which resulted in amputation is not like·ly to be a factor 
affe:_ ting the adjustment to the amputation. There is no known 
literature on this issue with which to compare these results. 
Personal Disposition Factors 
Person Characteristics 
Group t-tests for effects of gender on amputation adjustment 
and life satisfaction showed no significant effects. For 
amputation adjustment, the mean for males was 4.20; fo·r females 
the mean was 3.80. For life satisfaction, the mean for males was 
95.56; for females the mean was 94.40. These findings indicate 
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that there -are no dif.ferences in adjustment for males and females 
following amputation. 
Pearson ~orrelation coefficients for the three· ot-her person 
. . . 
characteristics (age, overall health, and c:urrent income) are 
' I 
found in Table 2. Age and income were not significantly related 
to the outcome variables. It is surprising to find income not 
related to life satisfaction since previous research has found a 
relationship between these two factors. A significant 
relationship was found between ov~rall health and both of the 
outcome variables: overall health and amputation adjustment (r -
.4866, p ~ .001) and· overall health and life satisfaction (r ~ 
.4216, p ~ .003). Th·ese findings support the hypothesis that 
better overall health would be related to higher levels of 
adjustment and life satisfaction. 
Psychological Resources 
Correlations between the psychological resources health locus. 
of contra 1 and ways -of coping, and the Ol,l tcome var i ab 1 es, 
a·m p u ta t i on ad j us t men t and I i f e sat i sf a c t i on , were exam i ne d us i n g 
' "" . 
the Pearson correlation procedure (See Table 2). Neither the 
he a l th locus of cont r o 1 ( i n tern a 1 ) nor the he a 1 t·h 1 o t us of co n tr a 1 
(powerful others) were significantly related to the outcome 
variable.s. 
Examination of the eight ways of coping revealed four 
significant correlations. Coping by escape avoidance was 
significantly related to life satisfaction (r = .37~1, p ~ .008). 
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, Table 2 
' 
Correlations Between Personal and Social Dimensions 
and Stressful Life Event Outcomes 
Outcomes 
Adjustment Life 
to Amputation Satisfaction 
Personal Dispositions 
Person Characteristics 
Age 
Hea 1th 
Income 
Psychol6gica1 Resources 
- . 1701 
.4866* 
.0832 
Heal th Locus of Contra 1 ( i nterna 1) • 2315 
Health Locus of C·ontrol Cathers) .1096 
Coping By Confronting .3048t 
Coping By Distancing -.1149 
Coping By Self-Controlling -.1355 
Coping By S~eking Social Support .1693 
C o.p. i n g By Ac c e p t i ng Resp on s i bi 1 i t y - • 1 2 9 2 
Coping By Escape Avoiudnce -.2581 
Coping By :p1anful Problem Solving .2952* 
Coping By Positive Reappraisal .3925* 
Social Situations 
Social Support of Friends 
Social Support of Family 
*P < • 05 
·< 
34 
.5279* 
.5479* 
.0939 
.4216* 
.1658 
.2541 
"1802 
.0693 
.0546 
-.2277 
-.0583 
-.3343 
-.3761* 
.1166 
.2674 
.6384* 
.6387* 
Three ways of copi~g were.significantly related to adjustme~t to 
amputation: c_oping by con-fronting (r = .3048, p ~ .044), coping· 
by planful problem sblving Cr= .2952, p ~ .052>, and coping ·by 
positive reappraisal (r = .3925, pi .008). The finding that 
high values on confrontive coping were correlated with high values 
on adjustment supports a proposed hypothesis. 
Social Situations 
The Pearson correlations for relationships between social 
support of fri-ends and family and the outcome variables were the 
strongest in this data set. Social support of friends was 
significantly related to.amputation adjustment (r = .5279, 
p S .001) and to life satisfaction Cr= .6384, p ~ .001). Social 
support of family was significantly related to amputation 
~djustment (r = .5479, p ~ .001) and to life satisfaction 
r = •. p 387 , . p ~ . 00 1 ) . A 11 four of these f i nd i n gs supp or t the 
hypothesis that high values on social supports are correlated with 
high values on adjustment and life satisfaction. 
Relationships Among Mediators 
Because variables used in this analysis were highly correlated, 
relationships among mediator variables were examined in a 
correlation matrix <see Table 3>; in addition, as appropriate, 
~ t-tests were used for hypothesis testing. 
In the correlatiori matrix there were no correlations among the 
stressor characteristics. However, when stressor characteristics 
were examined with other variables, significant relationships 
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TABLE 3. Correlation Matroc 1 2 3 4 5 6 7 8 
Sfiessor Characteristics 
9 10 11 12 13 14 15 16 17 18 
1 Type Of Amputation -
2 Time Since Amputation -.13 --
Per.;on~ Person eristics 
3 Overall Health -.07 .26* -
4 Gender .14 -.02 -.25 --
5 Age -.06 -.40** -.15 .19 -
6 Current Income . -.08 .19 .05 -.24 -.17 -
~ Resot.lces 
-owertul Ofhers .19 -.30* -.13 .24 .46**-.25 -
8 MHLC-lntemality .16 -.14 .25 .21 .08 -.02 .62** -
9 Coping By Distancing -.35** .28* .05 -.09 -.01 -.11 -.24 -.20 -
1 o Coping ~i-~ccepting 
-.35** .23 .06 -.01 -.07 -.13 -.25 -.26 .30* 
· .. )'' 
Respons, 1lity -
11 Coping By Self-Controlling --.25 .20 .07 .17 .08 -.14 .06 -.07 .44** .41** -
12 Coeng By Planful Problem 
So ing -.20 .05 .36**-.01 .01 .08 .07 .34** .15 .15 .36** -
13 Coping By Seeking Social 
Support .14 ~.10 -.01 .17 .32* -.21 .50** .34** -.05 .15 .. 24 .34**
 
-
14 Coping By Escape 
.35** .06 Avoidance -.09 -.15 -.28 -.05 -.25 -.39** .33* .39** .36** -. 13
 .02 -
15 Coping By Confronting -.16 .04 .20 -.09 .12 -.05 .36** .16 .24 .19 .38** .
28* .46** .20 -
16 Coping By Reappraisal -.13 .12 .25 .19 .10 -.19 .21 .15 .21 .26 .50** .4
8* .41** .03 .60** -
Social Situations 
17 Family Relationship Support-.14 .10 .20 -.21 -.11 .15 .03 .23 -.04 -.06 -.12 .38** 
.09 -.34* .07 .31* -
18 Friend Relationship Support .07 .07 .20 .11 .08 .19 .08 .36**-.12 -.17 -.22 .21 
.02 -.53** .00 .31* .58** -
*P,< .05, **P<.01 
- -
··":=~-:------:---------------------------~-------,----~---------~ 
r 
emerged: decreased amputation time was-signifitantly rel~ted to 
high levels of powerful others on the locus of control measure; in 
addition; indi,1 iduals with below knee amputations· were more 1 ikely 
to use the coping mechanisms of distancing and accepting 
responsibility; also, an increase in time since amputation was 
correlated with u~e of the eicape-avoidance way of coping. 
Among person characteristics, there were no significant 
rel~tionships within the group of variables. However, higher 
overall health and increased age are both significantly related to 
lengthier time since amputation. In examining -person 
characteristic·s and psychological resources: high overall health 
is significantly related to high use of the coping strategy of 
planful problem solving; also, increased age is significantly 
r.elated to increased use of the powerful others dimens-ion of the 
health locus of control scale and to increased use of seeking 
social support on the ways of coping scale. 
The two factors of the multidimen~ional health locus of control 
measure are related to each other at a moderate to strong level 
r = .62, pi .001). Considering the factors separately, high 
scores on the powerful bthers dimension were significantly related 
to high coping scales for seeking social support and far 
.... confront i ng· . H i g h scores for i n t er na 1 i t y w er e s i g n i f ic ant 1 y 
related to high levels of cop·ing by planful problem solving and by 
seeking social suppor~ and to low· levels of use of coping by 
escape avoidance. 
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The psychological resources di~ension of ways of coping 
revealed .several significant relationships within the measure. 
High levels of coping by distancing were related to high levels.of 0 
coping by self-controlling and escape-avoidance; two of tnese 
three coping strategies (dist~ncing and escape avoida~ce) have 
been termed emotion-focused coping by the creators of the coping 
scale, while self-controlling, a multidimensional factor, serves 
as an emotion-focused dimensi·on o~ a problem-focused dimension. 
Accepting responsibility is also significantly related to coping 
by self-controlling'and by escape av<;:>idance. Coping by self-
controlling was significantly correlated with coping by planful 
problem solving, by escape avoidance, by confronting, and by 
posit.ive reappraisal. Three of these coping strategies c·planful 
problem solving, confronting, and positive reappraisal) are 
defined as problem-focused coping by the creators of the scale. 
Coping by planful problem solving is strongly correlated with 
coping by seeking social support and by positive reappraisal; it 
is also moderately correlated with coping by confronting. Coping 
by seeki·ng social support is in a significant relationship with 
coping by confront-ing and by positive reappraisal. Coping by 
confronting and by positive reappraisal are in a very strong 
significant relationship (9gain, they are both problem-focused 
, 
cop·i ng factors and are expected_ to be correlated). 
Correlations for social situation di.mensions, family support 
and fri~nd support, reveal several significant relationships . 
... . 
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Friend support is significantly related to the internaJity factor 
of the health lotus of control scale and to the coping strategy of 
positive rea_ppraisal (moderate in strength). Family support is 
significantly correlated With planful problem solving and with 
coping by po~itive reappraisal. Both family and friend support 
were in significant negative relationships to coping by escape 
avoidance. Last, family and friend support were moderately 
related to each other, indicating that if an individual is using 
one, he/she is likely to use the other. (The correlation matrix 
in Table 3 displays correlations for independent variables of this 
study). 
As mentioned earlier, when appropriate, t-tests-were also -used 
to examine variable relationships; in particular, the procedure 
• 
was used for hypothesis-te;ting. Hypothesized relationships 
between the mediators, age and ~amily/friend support and between 
gender and family support, were not supported when ewamined by 
Pearson correlation and t-tests. Correlations between age and 
fri~nd support (r = -.0751, ~ f .60~) and family support (r = 
.1123~ p < .447) were not significant and did no·t support the 
-
hypothesis that increased age would correlate with greater friend 
and family support. Differences in family support between males 
Cx = 4.421) and females Ci= 4.040) were also compared with at-
test, but the hypothesis that females receive considerably less 
family support than males was not supported. 
However, there were other significant relationships among 
39 
· mediator variables •. A group t-test on coping by planful problem 
solving by poor civerall health and good overall health was 
significa·nt: t(46) = -2.74, p~ .009. Fo·r poor overall health, 
the mean w-as O. 250; for good over a 11 hea 1th, the mean was 1 . 826. 
Another group t-test on coping by distancing by above knee and 
below knee a~putation was significant tC46) = 2.56, p ~ .014. 
The mean for the abov~ knee group was 1.622; for the below knee 
group wa-s l. 125. 
A particularly interesting mediator relationship was found by 
using a ONEWAY ANOVA to examine age differences by etiology. Mean 
ages for each of four etiplogy groups were: 43 years for 
amputations due to trauma or accident; 52 years for amputations 
due to infections and bone cancer; 61 years for amputation due to 
diabetes; and 70 years for amputations due to vascular disease. 
Table 3 shows a significant difference in age between amputations 
due to diabetes and amputations due to accident. Those who have 
had amputations due to diabetes are significant 1 y o·lder than those 
who have had amputations because of accident or trauma. Those 
with amputations due to vascular disease are significantly older 
than all three other groups. These results ~re intuitively 
reasonable since it would be expected that indi~iduals who are 
you~ger in age would be engaged in activities that might result in 
a cc i dent wh i 1 e m i d d 1 e,:-o I d and, o 1 d i nd i v i du a 1 s wo u 1 d be sub j e c t e d 
more to disease, infection, and the d~bilitation resulting from 
changes in the vascular system. 
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Predictor Variables 
In addition to examining the streng·th of relationships between 
stressor and mediator variables and outcome variables, the second 
goal of this study was to determine which variables in the study 
., 
are predictors of amputation adjustment and life satisfaction. 
Dummy variables were created for gender (0 = M, 1 = F) and type of 
amputation CO= above knee, 1 = below knee) and a multiple 
regression procedure was used to determine predictors. None a~ 
~ 
the variables was found to be a significant predictor of 
adjustment following amputation (See Table 5). This non-
significance may be due to the fact that the study sample was 
small.~ r 
Using the multiple regression procedure, several variables were 
found to be significant predictors of life satisfacticn. The mcst 
. - -
' < 
• -. d 
., 
s i g r1 i f i c· a 1, t pr e d i c t o r- o f 1 i f e s a t i sf a r. t i o n was o \lE? r a 1 1 he a ) t h 
<Beta - .5623, p < ~0001); next was social support from family 
(Bet a - . S l 92, p ~ • 0001 ) . 0 ther p ,- ed i c t_or s inc 1 uded: rru l t 1 -
dimensional health locus of control - powefful others (Beta= 
.4889, p ~ .001); multidimensional health locus of control -
internality (Beta= -.4838, pi .001); social support from friend~ 
<Beta= .3013, p ~ .02); gender (Beta= .2428, p ~ .01); coping by 
distancing <Beta - .2383, p $ .01); coping by accep.ting 
responsibility <Beta= .2388, pi .01); and coping by self-. 
con tr o 1 1 i ng ( Bet c3 = • 2187, p < • 04 ) ( See Tab 1 e 6) . 
The importance of social suppo·rt of family and friends a.s wPll 
a.s the desire for 'powerful others• to make important med:cal 
decisions provides ~vidence that life satisfaction is depe11dent to 
a considerable extent on the supportive environment of the 
individual who has had an amputation. The person variable~ 
overall health, is a ·powerful predict·or of life satisfactjJr; 
other person variables. affect the level of the life sati~faction 
out-come but to a lesser extent. 
It is interesting to note that some variables which ·nr, t-\..' l. 
significantly related to life satisfaction in bivariate analysis 
(e.g. health locus of control, i.e. powerful others/interrality, 
f' 
/ 
and qender) became predictors of life satisfaction in multiple 
... 
regression. This is possibly due to interrelationships amo~g 
variables. In particular the relationships among the wa\·s of 
ccping dimensions were noteworty. Thoug~ the correlatic8 
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c o e ff i c j en t s d j d no t i nd i c ate st r o ng r e 1 a t i on sh i p's between these 
var· i ab 1 es ; 't.h e 1 eve 1 s o f s i g n i f i can c e, of the i r r e 1 at i ·o ns h i p s a r e 
striking (e.g. coping by distanc'ing and by self--co.ntrolling __ ~ 
··~ 
r = .44, p < .002; coping by positive reappraisal and by seeking 
social support r = .41, p < .003). Last, the- strong bivariate 
.. 
/ 
relationship between family and· friend support and life 
satisfaction was less strong in the multiple regression 
(particularly for friend support). This may be due to the 
. relationship of family and fri.end support to some coping measures 
. 
and to the internality dimension of the health locus of contro.l 
measure. 
I' 
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Table 5 
r'Jultiple Regression 
Pred j r·t j ng Amputation Adjustment 
St.rPssor Characteristics 
Time Since Amputation 
• 
Type of Amputat.ion 
(0 = above kneE1 , 1 - below knee) 
I 
Person Dispositions 
Person Characteristics 
Overall Health 
Age 
Current Income 
Gender C O = ma l e , 1 . :;,, _fem a l e ) 
Psychological Resource.s 
MHLC - internality 
MHLC - powerful others 
Coping By Escape Avoidanc.e 
Coping By S-eek i ng Soci aJ Supper- t 
r, 
B -
- • 1539 
.4161 
-.0153 
. 0511 
.0246 
-.5932 
.3679 
.,. • 4690 
.3050 
Copi_ng By· Confronting .2928 
Coping By Self-Controlling -.1972 
Coping Ev Positive Reappraisal .1180 
Coping By Planful Problem Salving ~.0928 
Coping By Accepting Responsibility -.0562 
Coping By Distancing -.0517 
Social Situations 
Family Relationship Support .2526 
Frien~ Relationship Support .2731 
R Square .69()9, p < .05 
Beta 
. 2171 
- • 079;4 
.3913 
-.2387 
.0777 
.0122 
-.4117 
. 3171 
-.2957 
.2602 
.2420 
-- • 1 91 5 
. 1054 
-.0947 
-.0736 
_,_ . 0410 
.2215 
. 1878 
~JO TE : Th e p r o b a L 1 1 i t y f o r a I I t he r e g r- e c~ s 1 c n c o e f f 1 c i en t s 
wa~ orealer than .05 
.., . 
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"' . Table 5 
Mu l t i p I e Reg_ r es s i o r1 
Pred1ctjng Amputation Adjustment 
StrPssor Characteristics 
Time Since Amputation 
Type of Amputation 
( o· = above k neE?.. 1 - be low knee) , 
Pe:rson Di spas it ions 
Person Characteristics 
Over a 11 Heal th 
Age 
Current Income 
Gender (0 - rna]e, 1 = female) 
Psvchological Resources 
MHLC - internality 
MHLC - powerfLl others 
Coping By Escape Avoidance 
Coping By Seeking Social Support 
Coping By Confronting 
B 
• 033£+ 
-.1539 
.4161 
-.0153 
.0511 
.0246 
-·. 5932 
.3679 
-.4690 
.3050 
.2928 
Coping By Self-Controlling -.1972 
Coping By Positive Reappraisal .1180 
Coping By Planful Problem Sol~ing -.0928 
Coping By Actepting Responsibility -.0562 
Coping By Distanc.ing -.0517 
Social Situations 
Family Relationship Support .2526 
Friend Relationt;hip Support .2731 
R Square .6909, p < .05 
Beta 
.2171 
- .·0794 
.3913 
-.2387 
.0777 
.0122 
-.4117 
.3171 
-.2957 
.2602 
.2420 
.;_ • 191 5 
. 1054 
-.0947 
-.0736 
-.0410 
.2215 
. 1878 
fJ OT E : The p r ob at 1 1 i t 'r for a 1 1 th E' r e g r e C_j s 1 c 11 co e ff 1 c . i en t s 
wa~ oreater than .05 
_, 
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Table 6 
Multiple Regression 
Predi·cting Life Satisfaction 
Str·essor Characteristics 
Time Since Amputation 
Type of Amputation 
•. ~:_J 
(0 ~ above knee, 1 = bela~ knee) 
Person Dispositions 
Person Characteristics 
Overall Health 
Gender (0 = male, 1 = female) 
Age 
Current Income 
Psychological Resources 
MH·LC - powerful others 
MHLC - internality 
Coping By Distancing 
8 
.0354 
3.1140 
12.0027 
9.8371 
.1243 
.8919 
ll.3859 
-13.9938 
6.0270 
Coping By Accepting Responsibility ~3.6615 
Coping By Self-Controlling -4.5212 
Coping By Planful Problem Solving -3.1866 
Coping By Seeking Social Support -1.8403 
Coping By Escape Avoidance -.9479 
Coping By Confronting .7075 
Coping By Reappraisal -.0749 
Social Situations 
Family Relationship Support 11.8871 
Friend Relationship Support 
R Square .9156, pi .001 
~ s i g n i f i c a r1 t a l $ . 0 5 
8.7994 
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Beta 
.1104 
-.0814 
.5623* 
.2428* 
.0952 
.0675 
.4889* 
---.4838* 
.2383* 
-.2388* 
-.2187* 
- • 1620 
.0782 
-.0297 
.0291 
.0033 
.5192-* 
.3013* 
b· 
Co·nc.: l usi ans ana Imp I icat i ans 
The· r es ul t s o f th i s s t u d y pr o v i d e e v i den c e t h a t a b r o a c r a no ~=· 
-· 
of factors involved in recover·y and resolution of loss dLlL 1 to 
amputation need to be explored. Above al.I, of course, is the 
necessity of retognizing th~t individuals need to cope 1n their 
own way and at their own pace <Folkman and Lazarus, 1964: 1986). 
The diversit·y of variables affe~ting outcomes is testament to the 
myriad of combinations possible when impact on resolution of 
amputation is considered. However, in considering the 
_,nu 1 t i p 1 i c i t y o f f o r c es i n v o: 1 v e d i n c op i ng and ad 5 us t rri en t , we h a \le 
only scratched the surface. Some of the results of the study 
indicate a connection to the models of coping explained earlier·. 
For ex-ample, significant levels of coping by confrontir:g, by 
planful problem solving, and by positive reappraisal are 
indicative of attempts to regain mastery over the stresscr· event 
(amputation) and over the individual's life as described by Taylor 
( 1983). Al so, focus on coping mechanisms can be i nte~-p~-eted as 
attempts to alter the person-situation as described b)' Coyne and 
~101 r o yd ( 1 981 ) . 
The strongest relationhips in t~1is study exist~d betwee~ the 
social support of fami.ly and friends and the outcome variables,. 
adjustment to amputation and life satisfaction. This st~dv I 
p r o v i de d · e v i den c e th a t i n b o th t he c 1 i n i c a 1 en v i r o ~ r,,,e nt an c t h e 
home setting, provision cf sucia1 support to ·facilitate 
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rehabilitation following amputation is critical .. ·These findings 
. 
a.r-e.in keepi11g with published research indicating the importance 
,q. 
of resources and assets in reducing people'·s vulnerabilities and 
increasing· their abilities to deal with losses inherent in 
disability (Antonovosky, 1974; Cohen, 1979). 
, 
A question of why social situation variables are so much 
stronger than person variables in the adjustment process arises. 
One can only conjecture, but three posibilities do e~ist. Perhaps 
at~ time of such devastation as is encounter.ed in amputation, the 
person experiences an intense dis-integrity. As a result, the 
support of family and friends is necessary for the re-integration 
of a new self and new social milieu which· happens Jn parallel with 
physical recovery. Another possibility is that the strength of 
~ocial situation variable effects outweighs personal disposition 
effects because there are problems with the ways·of coping 
meacure. The scale was developed for use with a general 
po.pulation a·nd may not be well suited to the health setting. A 
last potential explanation is that a wider variety of person 
va,-iables may be needed to fully assess the person effects. This 
and other issues need to be put to research efforts to advance 
understanding regarding how return to life satisfaction following 
amputation can be achieved. 
In addition, continued and expanded study of coping with loss 
in hPalth-related situations is of c·onsiderable consequence 1n 
lioht of 4ociet)·'s grow1ng elderly population and consequent 
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growth. of the need to cope.with the aged's infirmities, frailties, 
an cf d i s ab i I i t i es • En ha nc em en t of th i s s tu d y of i nd i v id u a 1 s who 
have had amp'utations c~ould be achi.eved in several ~ays. One, way 
would be to implement the study in a longitudinal design since the 
dynamic of coping is process-oriented (a person-environment 
interaction). This would allow changes in the appraisals of 
personal and environmental control throughout a stressful life· 
event to be dbcumented. Relationships between mediators co·uld be 
measured and confirmed at definitive points in time tb demonstrate 
the dynamic dimension of these relationships. Coping processes 
vary across time; therefore, longitudinal study of those processes 
i s i mp or tan t . 
In addition to changing the study design to one that 1s 
longitudinal, ·supplementing the present set of measures with 
other m~asures to make the assessment of each individual more 
comprehensive would be beneficial (1) to the description of this 
population of disabled· people and (2) to the prediction of whfch 
,. 
variables weigh most heavily in the adjustment~to~loss process. 
Of primary importance is the inclusion of a measure of physical 
function. Possibilities for this are: (1) a performance-oriented 
assessment of gait (Tinetti, 1988); (2) an assessment of 
rehabilitation improvement (feeding, personal hygiene, dressing, 
w a 1 k i n g , s t a i r - c I i m b i n g , e t c • ) , The Bar the I I -n d e ,; ( Ma ho ne y a rl d 
Barthc::l, 1965); or (3) the self-care functioning component of the 
Multidimensiondl Observ~tion Scale (MOSES), a comprehensive toe! 
use f u 1 for assessment of cog n i t i v e and p s y c ~1 o soc i a 1 f u 11c t i on i ng 
(Helmes et al., 1987). In the final analysis ·func_tional progress 
has been cited as a -strong factor in the ~ttainmPnt of adjustment 
and life satisfaction (Kemp, 1990). Therefore, gathering 
functional measurement data and correlating them with life 
satisfaction are of importance. 
The common occurrence of depression following amputation 
(Steger, 1976; Shukla et al., 1982; Kashani et. al., 1983, 
Edelstein, 1987) strongly suggests the need for a depression 
meas u r··e i n a study of th i s k i nd i n order that i t .s e ff ec t on l i f e 
satisfaction can be determined. A multi-measure such as a 
combination of the Zung Self-Report Depression Seal~ (1.982) and 
DSM III (1981) criteria would increase the validity and 
reliability over that obtained by a single measure (Billig et al., 
1986). An alternative to that combination is the use of the Beck 
Depression Inventory 119671 or the CES-D (Radloff, 1977) used with 
DSM I I I ( 1981) criteria. 
Finally, the prevalence of grief experiences 1s of prominent 
npte by researchers as an outcome following a~putati~n; thus grief 
is also a mediator in the adjustment process (Schoenberg and Carr, 
1970; Elberlik, 1980; Vail, 1982; Mitthell & Anderson, 1983; 
Stephenson & Murphy, 1986; Frierson & Lippmann, 1987; Reich et 
al., 1989; Zautra et al., 19901. Because of the frequency of its 
occurrence, a grief measure included in a study of individuals who 
have sustained amputations is appropriate. In the Good Shepherd 
·. 
Ref-1abi 1 i tat ion Clinic Study, individuals responded 
. 1n some cases 
witt1 open expressions of grief over their losses: 
- (in a Texas hospital)" .. ~.the atmosphere was cold; no sm1l·es" 
strictly business. People tend to forget that being lon
ely 
is worse than the aper a t·i en. 11 
- '' ... I feel this way (lonely and isolated) due to the losses I : 
suffered this past year. My husband passed away, my dog 
·needed to be p_ut to sleep, and then I lost my leg.'' 
11 
••• 'ne first time I heard music I thought I woLild n~v
er 
d . " ance again ... 
The Sanders Grief Experie11ce Ihventory (1985) as well ~s a / 
scale of symptoms of grief and bereavement (Zisook et al., 1982) 
are measures that could be used to measure grief followin
g 
amputation. It is highly likely that development of~ sp
ecific: 
grief scale to measure grief associated with disability w
cJuld be 
µseful for this population. Prel.iminary studi·es indicate t
h3t 
th~re .are different grief reactions to major losses depending on 
the typ~ of lass itself (Parkes, 1975; Zautra, 1990). Clinical 
implications are that knowJ·edge of the variations in scop
e and 
depth of lo~s require varied treatment approaches to empo
wEr 
individuals to move toward adjustm·ent and life satisfaction. A 
gr i 8 f assessment spec i f i c to d i s ab i 1 i t y wo u 1 d be of c on s
 i de,-' ab 1 e 
ass i s t a 11 c e i n i n t er v en t i o n s a i med a t en h an c e d ] i f e ·sat i sf a c t i o ,1 
following amputation. 
The methodological changPs suggested above Ci .e. a shift 
to a 
V 
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longitudinal study as well as addition of scales to measur·e 
" 
fun c t i on ,. de~ r es s i o n , and gr i ·e f ) · c an be , a c c om .P 1 i shed -b 'r ad c1 i n ~ 
e x i s t i n g me a s u r es t o t he present des i g r1 • A f i n a 1 pr op o s.a ; f c r 
fur the r research rests on an exp ans i o r1 of the mode l for 
psychosocial adjustment to amputation. One qoal of this paper 1s 
-
to suggest a broad.er biopsythosocial model with which to ~xam1nP 
the coping processes a~sociated with adjustment to loss·es inherent 
in amputation specifically and in health-~elated disabilities in 
gene., a 1. 
Zautra (1990) c·omments that models which study copins processes 
while using personality as the relevant unit appear lim~ted since 
they find causat.ion in the person when the relevant unit of 
stability is the person-environment. It is suggested here that 
the psychosocial model with which research has prbceeded (i.e. 
exploring the psycholo·gical aspect~ and personal characteristics 
of an individual in the context of the social sit.uatiori) may also 
be incomplete. An expanded concept wou.ld provide a more fully 
descriptive unit of relevance to include the individual's 
biological as well as psychological elements in the context of the 
so c i a I s i t u a t i o n ; t h a t i s , a b i ops'>'' c ho soc i a l mo d e J f o r· th e s t u d y 
of copinc with loss in health-related 
..J 
. issues . The proposed model, 
Figure 2, is a fuller acknowledgement of intra-individ0al 
,. 
dimensions than was engaged in for this study. The 
BiopsychosociaJ Model for Coping with Amputation accounts fer 
fa c tors of a stress f u 1 1 i f e event , factors of pet· son a l ci i s p u ~) i t ! on 
8 
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(p·erson characteristics, psych6logjcal resources, ahd biologiral 
dimensions), and factors of socia1 situations (support of fr ir?nci~; 
and of familv) in the resolution of the stressful life ever,t. 
. ~ . . . - . 
' 
The intra-individual personal dimensions and the inter-
individual social situations which are considered in this paper 
parallel earlier research <Engel, 1980). However, Engel extends 
the model by his interest in b.iological factors·. His observations 
sug.gest th-e .need to look at 'subsystems' of the individual (body 
systems, cells, chemistry) as well as ·at 'suprasystems' of the 
individLtal (family, friends, environment).. Thus he pr.oposes a 
biopsychosocial model for the study of individual~- interacting 
with and adapting to life events. 
Ex tens i v e pre l i ·mi n a r y research has documented b i o 1 o g · i c a l 
mechahisms as-sociated with coping and adaptation efforts to 
resolve t.he intrusion of a s-tresso~ Cohen (1·979-: 90-95.) 
presents a review o.f documentation of the activation of these 
mechanisms by individual~ in response to loss and stress. 
Symptoms of response mechanisms which she cites are activation of: 
(1) hypothermia, brachycardia, tendency to anabolic rather than 
catabolic activity--the finding of Engel (1962); (2) cardiac 
a r r y th m i as , 1 owe r e d ·b l o o d pressure , and decreased u r i n a r y a 11 d 
sod i um o·u t put -- - the f i n d i ng s of Sch ma 1 e ( 1 9 7 2 ) ; and ( 3 ) .i n c r eased 
" 
pituitary-adrenal cortic:al hormone secreti.ons which low0r body 
resistance to 'noxious stimuli', enlargement of the adt·e1~al 
cortex, and shrinking of the thymus gland--the findings of 
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SeylE:) <1956). 
More recent r~sea1-ch serves to suppbrt these earlier findings 
".· 
1n a variety of ways: Cohen (1983) not~d that environmental 
signals and psychologically meaningful experiences can. alter 
biological processes; Weinstock (1984) found that psychological 
stress raises corticosteroids and lowers cellular immunity, thus 
c6htributing to cancer development and spread; Hofer (1984) cited 
1' 
' 
growing evidence that internal desynchronization of a, individual's 
·biological and circadian rhythms (such ~s happens in reaction to a 
stressful life event) is harmful to homeostatic chemical balance 
~ 
and to adaptation; Jacobs et al. (1987) found that psychological 
~)tress prec:ipi tated by loss causes a physiological reaction that 
can be dete~mined by 24 hour urinary free cortisol output; and, 
Bradshaw (1990) noted t·hat ~ne major traumatic event can result in-
altered brain chemistry. 
Research evidence,. then, suggests thijt stressful life events 
result in pr1ysi0Iogical/biologic~l reactions as the ·affected 
individual is involved in coping to attain adaptation and 
adjustment. Since -stress and coping produce effects in several 
several different categories of 
) 
measures are ( dimensions, .-i f ( . 
( 
necessary to determine the ful 1 impact of a stressor on an \ 
individual. To measure as many dimensions of reaction as is 
possibl~ is to determine as fuliy as possible the impact of· a 
stressful life event on an individual. The biopsychosocial model 
« fer ccping ~jth amputation and other ~1sability (Figure 2) would 
( 
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move the research·er beyond the scope of this present study _to
 a 
·-
more c om pr eh ens i v e assessment of ad just m E-' n t t o a mp u tat i an a n.d 
other disability, an assessment bf biologic~l/physiological 
reactions as well as' psychological and social ·reactions to 
stressful life events in health-related situations. 
-
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Used somewhat 
Used quite a bit WAYS OF COPING QUESTIONNAIRE I ~sed a great deal' 
...... ·- -
1 1 -~ '-.!.J ~ ''1,' I hoped for a miracle 
12. ........ ,• . ..... ....... 0-,1t!2 J: 
__. ..... - .. -- _, 
13. QI .'1; (2 3, 
...... ..,, - :., 
..... ....... ~ ,':'\ 
14. ~!!.: . .!JC!.- ·.~ 
I went along with fate; sometimes I Just havP. bad luck. 
I went on as ,f nothing tiad happened. 
I tried to keep my feelings· to myself. 
,,,-. - - -15 . . (!i !' (~: '.!> I looked for the silver lin,ng, .so to speak: I tried to look on the bright side of things. 
16. i· 1: ,f · ·.f, I slept more than usual 
.-.. ~ ..-. ......_. 
17 . .Q) ·,V (i · V I expressed anger to the person(s) wh.0°causeo the problem. 
..... ..._, ,..... .,......_, 
1 8 . . 0 l ,: 1 : ( 2 , ' 3 I 
._,. __,, '-"' ~ 
19. ·a, . ..,_, r2. ,·;) 
......, ~ ..... ._.... 
I accepted sympathy and understanding from someone. 
I told myself things that helped me feel better. 
20 I> 1:D C!i cf, I was inspired to do something creative about the problem. 
I tried to forget the whole thing. 
I got professional help. 
I changed or grew as a person. 
I waited to see what would happen before doing anything. 
I apologized or did something to make up. 
26.~~~'(!l I made a plan of action and followed it. 
27. '.e) G) (i: (!_, I accepted the next best thing to what I wantea. 
28 o, :1\ ri'. :i'! 
. ~ ..:.-; '-=-' ·- I let my feelings out somehow. 
29. -1~ ·.I) (I:® I realized that I had 0 brought the problem on myself. 
30. -~(£>~;® I came out of the experience better than when I went 1n. 
,._, ,~ ~- ~ 
31. ~l l.!J ~; ;~) 
32. ·I,:~~ 1.EJ 
I talked to someone who could do someth,rig concrete about the problem. 
I tried to get away from it for a while by resting or taking a vacation. 
- - - -33. ~; '~ <!- (~) I tried to make myself feel better by eanng. dr1nk1ng. smoking, using drugs. or medications. etc. 
,- ".:"'\ - ,= . 34. 0,11,(2 .. 31 
._. - - ~ 
35 'o; ~. ri'J .'J) 
. '-' - .. ...,,, 
I took a big chance or did some,th1ng very r1sky to solve the problem. 
I tried not to act too hastily or follow my firsr hunch. 
36. ~; ,:v (i: ~I> I found new faith. 
37 ,-. - ,,,- ...-:'\ I . ff I . ·-21 ~ (.!' 1!J maintained my pride and kept a sti upper ip. 
38 (0.1 11', (i .. '3, 
. ~ "-' ,,..,,, ......... I rediscovered what is important in life. 
39. ,:iJ :3) Ci· l~ I changed something so things would turn out all right 
40. ·.~' © {!' ® I generally avo,ded being with people. 
41. @G) (!,:@ I didn ·t let it get to me: I ref used to think too much about it. 
42. @ G) (!:@ I asked adv1c:e from a relative or friend I respected. 
43. ·i: 1 ) (!:@ I kept.others from knowing how bad things were. 
44. ~; G) ~:@ I made light of the situation: I refused to get too serious about it. 
45. @,1 (~ ~ (!} I talked to someone about how l was feeling. 
46. ~: G) (!,' ~, I stood my ground and fought for what I wanted. 
4 7. (~:_i (D (~) t,!) I took 1t out on other peopJe. 
48. @ 0) ~· 1~ I drew on my past experiences; I was in a similar situation before. 
49. @.i 13) (!: ® I knew what had to be done. so I doubled my efforts to make th,ngs work. 
50. (o'-i "'1 2~ fl) l ref used to believe that it had happened. 
51. @:, Q) ~'. ® I promised myself that things would be different next time. 
52. @) G) (I_:~; I ca me up with a couple of different soluuons to the problem. 
53. @ G) ~· ~; I accepted the situation, since nothing could be done 
54. @; G) (I·· t.I, I tried to keep my feelings about the problem from interfering with other things. 
55. (o) , (2' 3 I wished that I could change what had happened or how I felt. 
56. @CD 0@ I changed something about myself. 
57. ~I G)@@ I daydreamed or imagined a better time or place than the one I was in. 
58. ~i ~1 (I;@:: I wished that the situation would go 'away or somehow be over with. 
59. ~ G) (!:@ I had fantasies or wishes about how things might turn out. 
60. 01 1 ~ 1 3, I prayed. 
61. @ (D (I:(!) I prepared myself for the worst. 
62. ® G) (!ii'!! I went over in my mind what I would say or do. 
63. '2: ·~· (I (!: I thought about how a person I admire would handle this situation and used that as a model. 
64. @; ~~: ~ ·:I· I tried to see things from the or her person·s point of v1evv. 
65. to~(,', (j ;J, I reminded myself how much worse things could be 
66. @,1 (!,~ @:· 1-!.1 I Jogged or exercised 
' ' . • - . 
- ' . - -
.' . . ' .. '' 
l . 
-. .. -.. __ . -..... :,,,,.,,· .: ; .' :·• :ql.:,:.:, -~~ - -.... .-:i·~ .._. .. · ·4 -~r ~· -;;,,, ... : .... -.-:~---~ "' .. ·"' ~ . • · ·, . :., . ... 
· ~ ,. .... :·"~ , .. ~~, · 
-'o. ' "' 0 - I ~ • • - • ~- ._ • I • -J • I f ~~ It 4. 1. • :·•-' t .f ' ,.. ·" • 
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~tJ l t idimens iona l Heal t_h Loc?JS of Control Scale .) 
- - -------- ~ --·-- ~- ~~-~---. 
,;, 
1. If I get ' • sick. it lS my own 
behavior which determines how 
I get wel 1 • soon again. 
• . 
2. No matter what I do, if I 
am going to get sick. I wi 11 
get s ic·k. 
3. Having regular contact with my 
physician is the best way for 
me to avoid illness. 
4. Most things that affect my health 
happen to me by accident. 
5. Whenever I don't feel well, I 
should consult a medically 
trained professional. 
6. I am in control of my health. 
7. My family has a lot to do with 
my becoming sick or staying 
·healthy. 
8. When I get sick, I am to blame. 
9. Luck plays a big part in 
determining how soon I will 
recover from an illness. 
10. Health professionals control 
my health. ' 
11. My .sood health is largely a 
' fortune. matter of good 
i 
12. The main thing which affects 
health is what I myself do. 
13. If I take care of myself, I 
avoid illness. 
my 
can 
14. When I recover from an illness, 
it's usually bec'ause other people 
(for example, doctors, nurses, 
family, friends) have been 
taking good care of me. 
Strongly 
Disagree 
1 
1 
1 
1 
1 
1 
1 
l 
1 
1 
1 
1 
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2 
2· 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
.,/_) 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
• 
- . Strongly 
Agree 
5 
·5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
.6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
, 
15. No matter what I do, I'm likely to 
get sick. 
16. If it's,meant to be, I will 
stay healthy. 
. 
17. If I take the right actions, 
I cap stay healthy. i 
·, 
18. Regarding my health, I can 
only do wh.at my doctor tells 
me to do. 
• r ,: 
Strongly 
Disagree 
1 
1 
1 
1 
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2 3 
2 3 
2 3 
2 3 
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4 ' 5 
4 5 
4 5 
4 5 
Strongly 
Agree 
6 
6 
-6 
6 
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T11rner Provis ions of Social Rel at ions Sc.1le 
--~,_.__._,._.__ -- ------ ---.....-.. 
The following 
, yo11r f am i l y . 
the extent to 
" 
statements are abo11t your be 1 ief s about yo11rse lf. yo11r friends and 
Answer each question by circling the number which best indicates 
which yo11 agr~e or disagree with it. at this present time. 
• 
,/ 
I 
Strongly 
Agr~e Agree 
1. When I'm with my friends, 1 
~ I feel·completely able to 
relax and be myself. 
2. I share the same approach to 1 
life_that many of my friends ·do. 
3. People who know me trust and 1 
respect me. 
4. When I want to go 011t to do 1 
things, I know that many of 
my friends would enjoy doing 
these things with me. 
5. I have at least one friend I 1 
could tell anything to. 
6. I feel very close to some of 1 
my friends. 
7. · My friends wotJld take time to 1 
talk over my problems, should 
I ever want to. 
8. Even when I am with my friends 1 
I feel alone. · 
9. No matter what happens, I know 1 
that my family will always be 
there for me should I need them. 
10. Sometimes I'm not sure if I can 1 
completely rely on my family. 
11. My· family lets me know they 1 
think I'm a worthwhile person . 
12. People in my family have 1 
confidence in me. 
13. People in my f~mily provide me 1 
with help in finding solutions 
to my problems. 
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2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
Neither 
Agree nor Strongly 
• 
Disagree Disagree Disagr~e 
3 4 5 
3 4 5 
3. 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3. 4 5 
3 4 5 
. ' 
IJ\,' 
LIE:E SITUA:I-:tOz.T S 
'; 
, Developed by Rober~ A. Chubon, Ph~O. 
University of South Carolina 
INSTRUCTIONS: A number of statements which conce~n 
d~fferent aspects of your present life situation are 
listed below. Read each statement and indicate the 
extent to which you agree or disagree with it by 
checking (4] the appropriate box in the right margin. 
You will note that there are six possible ratings: __ 
a~ree very strongly. agree strongly, agree. disagree, 
disagree strongly, and disagree very strongly. Do 
not spend too much time on each item. but t~y ta 
reflect your true feelings. If you have difficulty 
reading the ~tatements or marking your answer. you 
may have someone help you; however. only honest 
answers will provide useful information. 
1. I feel safe and secure. 
--------
-- [] [] [] (1 
[ ] 
[ ] [ ] 
2. My health is good. 
--------
--- [] (] (] ( ] 
,. , 
L ~ 
, 
3. I have too few friends who I can c~unt on. ___ [] [] [] ( ] [ ] [ ] 
4. I like myself the way I am. --------- ( ] ( ] t\[] (] [ ] [ J 
( 
~ 
..., . I am better off than most people in t~is country. 
-
6. I feel constantly under pressure. 
---------
7. I don't eat very well. 
-------------~-
8. My future is hopeless. 
-------------
--
-9. I am a happy ~erson. 
-------------
---
10. There are always people willing to help me 
when I r·eally need it. 
-------------
--
11. My • is a constant of :income source worry. 
12. My sleep is restful and refreshing. 
13. I don't get the love and affection I need. 
14. I don't have any fun or relaxation. 
. 
15. Services provided PY government and other 
public agencies meet my needs. 
16. I am able to go when and where I need. to go. 
11.~r am satisfied with my main life role now as a 
worker, student, homemaker, retiree, patient, 
or other classification. 
-------------~ 
18. There is little that I am able to • • enJoy 1n my 
community and surroundings. l \ 
19. I am exhausted well before the end of the day. 
20. I have too little control over my life. 
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( ] [ ]-. [ ] [ ] [ ] [ ] 
[] [] [] [] [] (] 
[] (] [] (] [] (] 
[ ] [ ] [ ] ( ·] ( ] [ ] 
[ ] [ ] ( ] [ ] [ ] [ ] 
( ] [ ] [ ] ( ] [ ] [ ] 
[ ] [ ] ( ] [ ] [ ] [ ] 
[ ) [ ] ( ] [ ] [ ] ( ] 
[ ] [ ] ( ] [ ] [ ] [ ] 
[ ] [ ] [ ] [ ] [ ] [ ] 
! 
[] [] [] [] [] [] 
[ ] [ ] [ ] [ ] [ ] [ ] 
[ ] [ ] [ ] [ ] [ ] [ ] 
[ ] [ ] ( l ( ] [ 1 [ ] 
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Lehigh UniVersity - Good Shepherd Hospital 
Joint Rehabilitation Project 
Consent· Fotm 
I,--------- -------------- ' hereby agree ·· to ( 
participate in this research projee,-l 't'hich will study experiences 
of individuals who have undergone amputation procedures. The 
research is being conducted by Dr. Diane Hyland, Dr. Lori 
Toedter, and l)r. Dana Dunn, from the Center for Social Research 
at Lehigh University, and Dr. Jonathan Moldover and Frank Hyland 
of Good Sr1epherd Hosp i ta 1 • 
I ur•derslartd that I am free to witr,draw from participation 
in this study at any time without any adverse consequences to 
myself. ,· 
I ur1derstar,d tt1at my treatmer1l is in no way continger1t upon 
my participation arid cooperation. 
I urlderstar1d ttaat possibl·e risks to me associated with tt1is 
' 
study are the inconvenience of setting aside time to coinplete the 
questionnaire and any possible discomfort from discussing my 
surgery arid other questior1s of a personal nature. 
It has been explained to me that the purpose of this study 
is to lea111 about the experiences of ir1di viduals fol lowing an 
amputation so as to know better. how to help individuals who 
experience such surgery. 70 
' 
• V 
• 
I may not receive ariy direct ber1efit from participatir1g ira 
this study, but my participation may help to increase knowledge 
which may benefit ot~lers ir1 tt1e future. 
"' 
Drs. Hyland, Toedter and Dur1n ~aave offered to answer any 
questions I may have about tr1e study and what is expected of me 
in the study. Tr1ey can be contacted at 758-4379. 
I have read arid ur1derstarad tt1e foregoir1g ir1for mat ion. 
Date 
-·-----------
Signature _________ .... ________ ........ __ ._ ____ _ 
Prir1t Name 
--------------- --
/ 
• .,,. 
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Leh·igh University - Good Shepherd Hospital 
Joint Rehabili,tation Project 
Questionnaire 
. 1. Background Info1mation 
a. 
b. 
c. 
. 
. 
female? Are you male or 
....._-~--,_. -----
Are you sirigle? _ ...... ____ _. 
married? 
di vorced/se~>arated? 
wi<lowed? 
- ----
_____ ,....._ 
H<JW would yo11 cutrerttly rate your overall physical 
~,ea 1th? ( check orle 9rl 1 y) 
---- -----
excel ler1t 
good 
-----fair 
-- -
poor------
very poor ____ ___ 
d. How long ~,as it beerl sir1ce your amputatior1 ( if more 
than or1e, p 1 ease give tr1e most recent)? 
years mor1lt1s 
---- --
-
e. Compared to others wrlo have had similar surgery, how 
well are you doir1g ir1 adjustirlg to trae loss? (ct1eck 
one or1ly) } 
mucr1 better 
-----better 
-------
tr1e same 
----
worse 
-- -
much worse 
----
f. Wr1at is your cur rent income level? 
Urlder $5 , 000 
$5,000 - $14,999 
$15,000 - $24,999 
$25,000 - $34,999 
$35,000 - $44,999 
$45,000 ~ $50,000 
Over $50,000 
\ 
------
-- -- -
-------
-------
-- ---
-- ----
----,~~----
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2. Health-Related Issues 
A. For tr1e rlext 12 items, circle tt1e r1umber wr1icrt best 
cot respor1ds to your tr1inkir1g about r,eallrl-relat_ed matters These 
statements relate to your opir1ion - tt1ere are r10 rigr1t or wrong 
~ 
answers. 
I Strongly 
Disagree Disagree heutral 
1. If I get sick~ 
2. 
3. 
it is my own 
bet1,3vior wr1icr1 
deter mir1es riow soon 
I get well again. 
Having regular 
cor1tact with my 
pt1ysician is tr1e 
best way for me to 
avoid illr1ess. 
Wt1er1ever I dor, 't 
feel well, I should 
cor,sult a medically 
trained professional. 
4. I am ir1 control of 
my ~1eallh. 
/I 
5 • My f am i 1 y t1as a 1 ot 
to do \ll i th my 
becom ir1g s i
1
ck or 
stayir1g r,ealtr1y. 
6. Wt,en I get sick, 
I am to blame. 
7. Health prof essior1als 
control my health. 
8. Tr1e main trlir1g wr1icr1 
af feels my r1ea 1th 
is wr1at I myself do. 
1 2 3 
. ' 
1 2 3 
/ 
1 2 3 
'i..., 
T 
1 2 3 
1 2 3 
1 2 3 
. . 
1 2 3 
// 
,,,~,,...·-' -- --- ... .-· 
1 ,, 2 3 
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Stror1gly 
Agree Agree 
4 5 
4 ,-~ 
• 
4 5 
4 5 
4 5 
4 5 
4 ~ :, 
4 -j 
o, 
• 
.. 
Strongly 
Disagree 
Str·ortg ly 
Disagree Keutral (Agree Agree 
9·. , If I take care of 
.1 myself, I can 
avoid illness. 
· 10. Wt,en I recover from 
an illness, it's 
usually because 
other people 
1 
1 
(for example, doctors, 
r1urses, family, 
frier1ds) r,ave been 
takirig good care of me. 
11. If I take tr,e rigr1t 1 
actions~ I can stay 
t1eal tr1y. 
12. Regardir1g my r,eallrl, 1 
I can only do what 
my doctor tel ls 
me to do. 
2 3 4 
2 3 4 
·e 
2 3 4 
2 3 4 
B. Wr,at was tr1e medical reason for your amputation? 
-0 
-:) 
9 
' ! 
-:, 
5 
____ ._._, __ ------
--- -- ----------
~ ____________ _, - ----
~---------
In your opirlior1 wr1at do yo11 tttir1k were tr,e 
circumslar,ces trial caused your medical cor,dition to develop? 
{·. 
_____________
__ ,___ ---~......... --------------------..... -.-...-~-....- -
---~---
----------------
-------~---- - -- ._,_._ ______
___ _. __ _. ____
_ - ---------
- ...... ._.._.______ ,_ ______ ,_
_...., __ _.________ __ ___ _._
. _ _.~- -~ --------·-----
...,. __ _, ___ ..... ______ .__~----~---..-i----,---------------~--.... --.... .-.- -...... _ _. ______ _ 
_._.._,.---------------~----------..-~-,-..-- ...-.-------- ---- -
--------
--
----------- --
------------ -
----- -~-~~----~~~~~~--
" 
(If Tlecessary, you may use the oltler side of tr1is page) 
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Trlirlk arJfJt1t trte last_ time Y(Jtl ielt_ lortely artfl isrJlat_e<J. 
Wr1at caused y<JU t.P f~el th«-:lt way? Please ~~rite abo11t your 
experier1ce,. describirig it ir1 some det_ai 1 ir1 tr1e. space provided · 
below. 
/ 
-----.-,~~ -----------·---.... ~------- . ....,....,_._,_ .... ,_._ ------~---.... --~---------~----
--~- -----~-~ - - ~----~----~~~- -----~--~~-~---~---~-~-~-~-
-------~-~ ~--~ ~-~-~ --------~~~~-~-----~-- -~~-~-~~~-~---~~ 
---~---_.-----~------._, _______ .._.. ______ _. ______ ..... _ _..-i___ _..., __ _. _ _.__._.--: ______ _. ___ _,, ______ _ 
--~----~-~---~---~~----~~----~----~----~--~~~~-~-----~------~~-- ~ 
-------.... ------~-----------~---------..... ------_._. __________ .... ,_ _________ ,_ ___ .... _ ..... _ ..... __ ~---
Tr1irtk about_ your r1ealth care experiertces irl h<Jspitals. 
Tr1en, please answer each of lrle queslior1s below, describir1g your 
experier1ces ir1 some detai 1 ira tr1e space provided. 
,J 
What was your best hospital exPerience? ¥111at caused it 
---
to be yo11r best experier1ce? 
- ----------------~... -- .... ..--- ------------ ----~---- -----~,_.~ 
--~---------,_. _ _... _____ ~---- ----~~---------------..... -------..-.-~-----------
~-iaaa, ..-..... -------" -----------~---,_.-, _____ - .... _.--------·--~ ---- ~.-..-----
.,., 
~_. ..... ._,,.._ ___ ...,._. ______ -_________ ...._ ___ _. _______ _, ____________ ..... _
__ __._. ______ _.___ ......... 
-~-----..-~--.-,-----------------------------~---------.-.... ...., ...... _______ ~----~------~----
_. _______ _. ___ ~-----...., _____ ......, __________ .... _.._,_..., _____ ..._._._. _____________________ ,_. __ 
Wr1at was your worst ~1ospilal experierace? wl1at caused 
------it to be your wrJrst experiertce? 
-~--~- - -~ -----·--------~--~~~---- --~~~-- - ~~-~~-~~--~~-
---- ---- ----------- _,__ --·-------_.. _______ .... ___ -------~--..... -------..... ~-
--- -----------~------,_.- --~-----_. __________ ,_. ___ ~--~---------~-_. _______ _ 
A 
-------- ----~---~~---~~~-~-~~-----~~~--------- ----~-~~~~--~~-
') 
/ 
-----------------...------.-,-----------------~--------- - -~ ......,_,_ ___ ,_, __ _ 
-------~--------~--------.----·-·'''-'~~.~..-.-~ ...... --__ ,_,,_,_...... ~-------~-------~ ----~-~~---
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• 
3 • Adjusting Following Amputation 
,.!J 
A. The following questions are strategies which you may or 
may not ~1ave used to cope wit_r1 tr1e loss of yrJur limb. Agairt:, 
tr1ere are no rigt1t or wror1g ar1swers. Circle t~le ri11mber wr1ich 
best ir,dicates your use of t~1e stra+_egy 1 is+_ed. 
Not Used Used Quite Used a 
Used Somewhat a Bit Great Deal 
1. Avoided beir1g with pe<Jple 
in ger1eral. 
2. Four1d r1ew faith. 
3. I let my feelings out somehow. 
0 
0 
,, 
0 
4. I did some+_hirtg wr1icr1 I didri' t 0 
think would work, but at least 
l was doir1g S<Jmetr1ir1g. 
5. Didr1't let it get to me; 
refused to tr1ir,k about it 
too much. 
6. Tr·ied to forget trle wr1ole 
tr1irig. 
7. Looked for tr1e silver lir1ing, 
so to speak; tried to look on 
trle brigr1t Side of tr1irtgs. 
8. Went alor1g witr1 fate; 
sometimes I just have bad luck. 
9. I tried to keep my feel ir1gs 
to myself. 
10. Kept others from kr1owing r1ow 
bad things were. 
11 . I ttlought about riow a person 
I would admire would r1andle 
tr1e situation arid tised that 
as a model. 
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Q, 
0 
' 
0 
0 
0. 
0 
0 
1 
1 
1 
1 
1 
1 
1· 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
I . 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
• 
I. 
• 
• 
l 
' 
12. Talked to S<Jmeor1e t-o f ir1d 01Jt 
more about the situation. 
13. Talked to someor1e about t1ow I 
was feel irig. 
.. ,NrJt_ 
Used 
0 
0 
14. Criticized or lectured myself. 0 
15. Tried to make myself feel 0 
better by eatir1g, drinkir~, 
smoking, usir1g drugs or 
medicatiort, etc. 
'· 
16. Took it out or1 other peop 1 e. 0 
17. I made a plan of actior1 and 0 
followed it. 
18. Just concer1trated or1 wrlal I 0 
tlad to do next - tr1e next step. ~ 
19. Ctlar1ged or grew as a _persor1 0 
in a good way. 
20. Rediscovered wr1at is importar1t 0 
in life. 
21. I prayed. Oi 
. i 
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used Use<] Q11i·te Use<l a 
S(Jmewrl::1t a Bit Great Deal 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
" , 
" 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3. 
3 
3 
3 
3 
3 
3 
3 
3 
,, 
• 
• 
B. Tr1e followirtg statemerlls are abcJ,Jt_ yo1lr beliefs abrJ1Jt 
. yo11r·se 1 f, yo1Jr f ri er1ds arid your family. Answer eacrl quest ion by 
circ 1 irtg tt1e r,umber '11'rtich best ir1dicates lrte ext_erll to W~li~h you 
agree or disagree with it al this preser1t time . 
Stror1gly 
Disagree Disagree Neutral 
Stror1gly 
Agree Agree 
. ~· 
1. Wtterl I'm wit~1 my 
fr.iends, I feel 
completely able to 
relax arid be myself. 
2 . I sr1are tt1e same 
a~>i:>roach to 1 if e 
trial mar1y of my 
friends do. 
· 3. People wt10 kr1ow me ~ 
trust and respect me. 
4. Wr1er1 I war1t to go 
out lo do lr1ir1gs, 
I kr1ow that marly of 
my friends would 
er1joy doir~ tt,ese 
trlir1gs with m~. 
5. I t1ave at least 
.one friend I could 
tel 1 ar1ytr1irig to. 
6. I feel very close to 
some <Jf my frierids. 
1 
1 
1 
1 
1 
1 
7. My frier1ds would take 1 
time to talk over my 
prob 1 ems , srtou 1 d I 
ever wartt to. 
8. Evert wr,en I am witt-1 1 
my friends I feel alorte. 
2 
2 
2 
2 
2 
2 
• 
2 
2 
I 
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3 4 
3 4 -:, 
3 4 5 
3 4 5 
/ 
3 4 -:, 
3 4 -j 
3 4 -:> 
3 4 5 
\ 
I • 
• 
.. , 
Strorlgly , 
Disagree Disagree Neutrai 
Stror1gly 
.~gree Agree 
9 ... No matter what 1 
happens I know that my 
family will always be 
t_here for me sr1ould I 
, r1eed tr1em • 
I 
10. Sometimes I'm not 1 
sure if I can completely 
rely or1 my family . 
11. My family lets me 
know they think I'm 
a worlr1wrt i 1 e person . 
1 
12. People ir1 my family 1 
have cortf ider1ce ir1 me. 
13. People in my family 
provide me with help 
in f indir,g solutior1s 
to my problems. 
1 
j ' . 
3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
C. A r1umber of statemerlts "';f1{icrt cor1ceir1 differer1t aspects at-
-:) 
-:, 
-j 
5 
5 
your er~~~nt life situation are listed below. Read each 
statemer1t arid ir1dicate tr1e e.xter1t to ~r1ictt you agree or disagree 
with it by circlirtg lrle appropriate r1umber irt tr1e right margin. 
Agree 
\i'ery 
Disagr·e€ 
. 
f 
Str·or1gly 
1. I feel safe arid 
secure. 
2. My ~1ealth is good. 
3. I have too few 
frier1ds wr10 I can 
count on. 
4. I 1 ike myself .tr,e 
way I am. ,-· 
l 
1 
1 
1 
1 
Agree Disagree Very 
Stror1gly Agree Disagree Strorlg ly Strortg 1) 
2 
2 
2 
2 
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3 
3 
3 
3 
4 
4 
4 
4 
5 
5 
5 
-:., 
6 
6 
6 
6 
' I 
\ 
... 
Agree· 
· Ver·y · Agr·ee 1 
Stror1glyi St_rortgly 
5. I am better off 
tt1ar1 most peop 1 e · 
in the U.S. 
· 6. I feel c<Jr1star~tly 
under pressure. 
7. I dor1 't eat very 
well. 
8. My future is 
rt9peless. 
1 
1 
1 
1 
9 . I am a t1appy person • 1 
10. There are always 1 
peop 1 e w i 11 i rig to 
~1elp me wr1en I 
really need it. 
I 
I 
11. My ir1come is a i 
corlslanl source of 
WOI l y. 
12. My sleep is restful 1 
and refreshing. 
13. I don't get the 
love and affection 
I r1eed. 
14. I d<Jn 't r,ave ar1y 
fun or relaxation. 
1 
1 
15. Services provided 1 
by goverr1ment and 
other public ager1cies 
meet my needs. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
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Disagree 
Agree Disagree S+_r·ortgly 
' 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 5 
3 4 
3 4 5 
3 4 5 
... 
3 4 
Disagr·ee 
Very 
St_ror1gly 
6 
i·' 
6 
6 
6 
6 
6 
,P 
6 
6 
6 
6 
t 
• 
. 
; 
• 
~ 
,~gr·ee 
~ 
· Very 
s+~ror1gly 
·, 
16. I am' able to go 1 
wrten artd wr1ere I 
need to go . 
17. I am satisfied witr1 1 
my employment (or 
scr10<Jl if you are 
primarily a student). 
18. Tr,e.re is 1 i tt le 1 
19. 
20. 
that I am able to 
erljoy in my comm11nity 
and sur r 011rld ings. 
I am ex~1a11sted we 11 
before tr1e end of 
trte day. 
I t1ave tr.xJ little 
control over my life. 
1 
1 
Disagree 
Agree Disagree \/erv ~ 
Stror1gly Agree Disagree St_ror1g ly s+_ror1g ly 
2 3 4 5 6 
2 3 4 ~ 6 :., 
2 3 4' 6 .... j 
2 3 4 - 6 ::> 
~ 
2 3 4 - 6 :, 
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• GOOD SHEPHERD REHABILITATION HOSPITAL 
• 5TH AND ST. JOHN STREETS 
ALLENTOWN PA 18103 3279 
I, authorize Good Shepherd Rehabilitation 
----------~---~--:--Hospital to release to (obtain from): 
Facility/Company/Person: _____ JJ_t._. ___ :!J ___ /_a_n_e ____ ll--rl-,Y_/_a_~ _ cl __________ ~li -----
Address: Gn t,r {; r 
Attention: 
----------
----------
----------
--
copies of medical records includi-ng psychiatric, psychological and/or drug or alcohol 
abuse information from the medical record of the above named patient for the time 
period of Adm,.s s,'cn to &~ren + 
• 
The information w~ich may be released is limited to:(specific and relevant 
information MUST be written.) 
C11c<-/t< f,·e.11S • • , c ,an /sf )?urre SJtJc,a/ u 1r,rf(~r 
and IJSv c/,a/o(J,'.sf-, 
rr J 
These records are required for the specific purpose 0£: __ ___.;:} ____ e_s_e __ a_r_c __ /z _____________ _ 
All information released will be handled confidentially, in compliance with the 
Federal Privacy Act (PL 92-282) and the Pennsylvania Mental Health Procedure Act. 
I have read and fully understand the nature of this authorization to release 
information. I also understand that this consent may be revoked at any time, but 
that any such revocation would not be applicable to records released on the authority 
of the signed consent prior to the date of revocation. I also understand that any 
revocation of this consent must be in w-ritting, dated, and addressed to the Director 
of Medical Records of Good Shepherd Rehabilitation Hospital • 
. 
I have been informed of my right subject tq Section 7100.111.3 of the Pennsylvania 
Mental Health Procedures Act to inspect th~~aterial released. 
. ' 
This authorization shall automatically expire 90 days following the date of 
signature. 
PATIENT DATE Witness Date 
Parent/Guardian if Minor UNDER 14 Years Date 
If any person physically unable to provide a signature wishes to consent to this 
release OR makes a mark, print his/her name on the appropriate signature line above 
and record below the signatures of t~o responsible persons who witness that such 
person understands the nature of this release and freely gave his/her consent. 
Witness 
rev.9/88 
G-1306 
Date Witness Date 
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